



MARYLAND 


STATE MEDICAL JOURNAL 
Medical and Chirurgical Faculty of the State of Maryland 


1211 CATHEDRAL STREET, BALTIMORE 1, MARYLAND 
Official Publication of the Medical and Chirurgical Faculty of the State of Maryland 




































VOLUME 2 June, 1953 NUMBER 6 








CONTENTS 


BAG WIE BOGUS = Ss G0 3% a cvSsigan Hh Woe Mare ow OS re Sau tel See deine eas Sa a waa ee WALTER N. KIRKMAN 293 
The Baltimore Study ‘of Chronic Mitiesa:. «0c nce eee eaceessiwccscecne s DEAN W. Roserts, M.D. 297 
Committee to Cooperate (With) the American Medical Education Foundation. .NEWLAND E. Day, M.D. 299 


Scientific Papers 
SMe COMAPI BORIC 25550 5G 6 oe ak 4 oS Rend Ores ee wen eee Louis K. Atpert, M.D. 301 


Symposium on Trauma and Its Relation to Disease 


CUE ROMIRLG BLOM: 55s: 5 sxereie hws Soe ot) ngs: 5, Glee Soe retake tat at's) id a a loa aco om Seatacge me Sena Paut F. DvE, Esquire 306 
Wiewpotit GF the Patnologiat <<< oc... icc ese ok acne wiele cae bacees RUSSELL S. FISHER, M.D. 307 
Wiewpomet of the Internist... 2.56.0. ee bo Seca ae iemdnsnes Josepu L. LILreENTHAL, Jr., M.D. 309 
Miewpomit.of the Psyeniatriat ... ....:... . 0000s bse v nd ceciceasecee dee EuGENE E. Meyer, III, M.D. 312 
Viewpoint of the Lawyer and Jurist....................-...-000- HONORABLE Emory H. Nites 316 
GleSticn Ante MOAMER RENO... 2. 8820056205 % «Ses ax nasescheeie cee ye use whe mabane coeee eamen 319 


A Study on the Reciprocal Relationship of Hypertension and Gastro-intestinal Bleeding 
SAMUEL Morrison, M.D., WILLIAM CarL EBELING, M.D., AND VAN B. BENNETT, M.D. 328 





Component Medical Societies 


PAM ean Greate: © CANIN oo soe ices ocd oe Rea Bhk ta eae Je wave eee ee. Lesiige E. Daucuerty, M.D. 334 

CaO CONE oo eo eka R dad alters naemekes pean enema Witsur H. Foarp, M.D. 334 

rinee: Gearie t COmnee oo iccs coal eea ne dace dom endeeds cbeuk beweninemens Joun M. WarrEN, M.D. 334 

Wistshhinaton COONEY 6. 25 oie ae cod eerbareel ce toast te kein te miee Omar D. SPRECHER, JR., M.D. 335 
Library 

A Few of the Recent Publications by Faculty Members................... 0.0 cece eee e cece e eee 336 


Health Departments 


Baltimore City Health Department... ...2..2. ccc. ccc oe ccsece ees HuntTinctTon Witttams, M.D. 339 

Maryland State Department of Health...........................0005. Rosert H. Ritey, M.D. 341 

Monthly Communicable Disease Nepest (State). 2... dc ce ne wt ce nencccweennns ects ans 342 
Blue Cross and Blue Shield 

Phe: Biie Stee PRNOSODI ced c cindince’s tackaiwes on bs Lad Sek aca as eee eee R. H. Dasney 343 
Woman’s Auxiliary to the Medical and Chirurgical Faculty...............Mrs. CHARLES H. Wiiitams 344 


Ancillary News 


Wheels MINOR oe adit ok & Se Takin Saws an HERO ee A Ie eed A. BERNARD Eskow, D.D.S. 346 
DharHine SOGMOINS «6. SUAS St Mee Len eee ye sr ad yt oe eae ee eae L. M. KANTNER, PHAR.D. 346 





Copyright 1953 by the Medical and Chirurgical Faculty of the State of Maryland 





iv Maryland State Medical Journal 
THE MARYLAND STATE MEDICAL JOURNAL 


Editorial and Business Office, 1211 Cathedral Street, Baltimore 1, Maryland 


EDITOR 
GEORGE H. YEAGER 


EDITORIAL BOARD 
Hucu J. JEWETT Emit Novak Joun A, WAGNER A. EARL WALKER 
J. TYLER BAKER LESLIE E. DAUGHERTY 


Business Manager: Mr. WALTER N. KIRKMAN 





MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 


OFFICERS FOR 1953 


Secretary: GEORGE H. YEAGER Vice-Presidents: GEORGE O. EATON 
OsBorNE D. CHRISTENSEN 


WILtiam F. WiLLIAMS 


President: Maurice C. PINCOFFS 


Treasurer: J. ALBERT CHATARD Assistant Secretary: EVERETT S. Diccs 


COUNCILORS | 


Eastern Shore 
Wit11Am B. Lonc—1955 
Wititam D. NosrE—1954 


Western Shore 
O. H. BInkLtEY—1953 
Tuomas A. CHRISTENSEN—1954 
James T. MarsH—1953 
W. O. McLanE—1953 
PatmMer F, C. Writ1ams—1954 


Baltimore City 
C. Rew Epwarps, Chairman—1953 
E. CowLes ANprus, Vice-Chairman—1954 
CHARLES R. AUSTRIAN—1955 
MontTE Epwarps—1954 
WarFIELD M. Frror—1954 
WHITMER B. Frror—1954 
Hoc J. Jewetr—1955 
WALTER D. WisE—1955 





DELEGATES TO THE AMERICAN MEDICAL ASSOCIATION 


Delegate 
Warp. B. Attan—1954 
Jonn W. Parsons—1953 


Alternate 


Louis H. Doucitass—1954 
BENJAMIN S. RicH—1953 





Owned and Published Monthly by 
THE MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 


Secretary’s Office, 1211 Cathedral Street, Baltimore, Maryland 
Copyright 1953, The Medical and Chirurgical Faculty of the State of Maryland 
1211 Cathedral Street; Baltimore, Maryland 

Entered as second-class matter at the Post Office at Baltimore, Md. 


Single Copies, 50¢ Subscription $3.00 per year 


MANUSCRIPTS: Manuscripts should be typewritten, 
double spaced, on white paper 84 x 11 inches. The original 
copy, with one carbon copy, should be submitted. Carbon copies 
or single-spaced manuscripts will not be considered. 

Footnotes, bibliographies and legends should be typed on 
separate sheets in double space similar to the style for the 
text matter. Bibliographies should conform to the style of 
the Quarterly Cumulative Index published by the American 
Medical Association. This requires in the order given: Name 
of author, title of article, name of periodicals with volume, 
page, and year. 

Used manuscripts will be returned only when requested by 
the author. Manuscripts should not be rolled. Mail flat. 

NEWS: Our readers are requested to send in items of news, 
also marked copies of newspapers containing matter of interest 


to physicians. We shall be glad to know the name of the 
sender in every instance. 

ADVERTISEMENTS: All advertising copy of products 
approved by the Councils of the American Medical Associa- 
tion shall be acceptable for publication, together with adver- 
tising copy of products exempted by these same Councils, 
provided such copy does not present a product in a false 
and/or misleading light. Such other advertising copy may be 
accepted, subject to the approval of The Editorial Board. 
All copy must reach the JOURNAL office by the first day of 
the month preceding publication. 

SUBSCRIPTIONS: Membership in the Medical and Chi- 
rurgical Faculty of the State of Maryland includes subscrip- 
tion to the JOURNAL. Additional copies may be secured 
from the Editor. 














MEDICAL JOURNAL 


Medical and Chirurgical Faculty of the State of Maryland 





Masyland! 





VOLUME 2 June, 1953 NUMBER 6 








FACULTY FACTS 


WALTER N. KIRKMAN* 


The Medical and Chirurgical Faculty is composed of 2470 members, representing Baltimore 
City and every County in the State. 

The Faculty, or State Society, is composed of 23 component societies. The ruling and policy- 
forming body is the House of Delegates, composed of representatives from the component societies. 
The House of Delegates meets twice a year regularly, and can meet on call—for special purposes. 
In the interim between meetings of the House of Delegates, the Council, composed of elected mem- 
bers, conducts the affairs of the organization within the policies laid down by the House of Delegates. 
For the transaction of routine business, an Executive Committee of the Council acts. This Commit- 
tee consists of the Chairman of the Council and the President, Secretary and Treasurer of the Faculty. 
The actions of the Executive Committee are reported to, and must be approved by, the Council. 
The lines of authority are thus clearly drawn, and provision is made to meet any emergency situa- 
tion, which arrangement is necessary in an organization of this kind. The Staff is well organized and 
operates in adequate quarters. However, due to the distribution of the membership over a large 
geographical area, the autonomy of the component societies, and the somewhat infrequent contacts 
between the State and local societies, the Association as a whole is somewhat loosely organized. In 
an attempt to bridge this gap, of which the Council is well aware, a member of the Staff has been 
instructed to visit the component societies at their invitation to discuss the problems of the Faculty, 
to receive suggestions and constructive criticisms of the work of the Faculty, and in general to at- 
tempt to develop stronger cohesion among the component units of the State Society. An organiza- 
tion is only as strong as its most indifferent member, and only as effective as the local units are 
effective. 

It is necessary as never before, perhaps, for the members of the medical profession to organize 
to protect their freedom of action and their professional standards. It is appropriate to review very 
briefly some of the activities of the Faculty in accomplishing the objectives of the organization. It 
is also desirable that the individual members review the benefits which they receive from their mem- 
bership. In the first place, there is the stimulation which comes from association with those with 
whom we have mutual interests, problems, and goals. The development of the feeling of “belonging”’ 
which has definite psychological value. Then there is the help and assistance which the Faculty, 


* Director, Medical and Chirurgical Faculty. 
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through its various Committees and other agencies, and through the activities of the members, 
renders the profession. | 

There is, for example, the matter of Physicians’ Defense. It is unfortunate that reputable phy- 
sicians, using their best skills and judgement, are still subject to unfair and unwarranted charges of 
malpractice. Many such charges are made, few are sustained. The Faculty furnishes the services of 
a highly qualified lawyer, and few such cases ever get into Court, saving the physician time, money 
and embarrassment. This service may well save the member the amount of his annual dues many 
times over. 

Again, the interests and welfare of the profession are constantly being represented before National, 
State, and local legislative bodies. At the 90 day sessions of our State Legislature, the Committee 
on Legislation studies all Bills introduced, and notifies the Officers of any proposed legislation which 
would affect medical practice. The Committee arranges for hearings before the Legislative Com- 
mittees to which Bills have been referred, and discusses with individual members of the Legislature 
the effect of such Bills on the practice of medicine and the people of the State. 

Your Officers and Committees also represent the profession in respect to any proposed legislation 
before the Baltimore City Council affecting the practice of medicine. In these matters, the Officers, 
the Committees, and the Staff, are constantly on the alert to protect your professional interests. 

Finally, your Officers, the appropriate Committees, and the Staff, make every effort to arrange 
the Annual and Semiannual Meetings so that they will be informative, profitable, and pleasant. 

It might be well at this point to list the Committees of the Faculty, so that the importance of 
their work and the wide coverage of interest can be emphasized. These Committees are: 


Executive Committee of the Council Committee on National Emergency Medical Service 
House Committee New Building Committee 
Finance Committee Committee for the Study of Pelvic Cancer 
Professional Conduct Committee Physiotherapy Committee 
Resolutions Committee Postgraduate Educational Committee 
Committee on Industrial Health Committee on Public Instruction 
Legislative Committee Committee for Better Distribution of Doctors Throughout 
Maternal and Child Welfare Committee the State 
Committee on Medical Research Committee to Study Legislative and Professional Standards 
Joint Committee with the Bar Association on Medicolegal and Staff Relations of Hospitals 
Problems Committee for the Study of Certain Phases of Medical Eco- 
Memoir Committee nomics 


Committee to Study an Insurance Problem 
Committee to Cooperate with American Medical Education 
Foundation 


A recent addition to the services of the Faculty is the publication of the monthly Medical Journal, 
which not only brings to the membership important scientific information, but in addition has been 
developed as a means of communication between the component societies and from the central 
organization to the local units. The circulation of the Journal is growing, and the content and format 
have elicited favorable comment from the membership and subscribers. 

Now, let us take an inventory of the physical assets of the Faculty. 

The building at 1211-13 Cathedral Street, Baltimore, built in 1909, is well constructed and within 
the limitation of size, is well adapted to the uses of the organization. The Faculty Building has 
been appraised for insurance purposes for $220,000, on which we carry insurance to the amount of 
$175,000, or approximately 80%. 

The cost of this property is carried on our books at $110.635.00. In addition, we own the two ad- 
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joining houses at 1215 and 1217 Cathedral Street, used by the Board of Medical Examiners, and the 
Board of Nurses Examiners and the State Nurses Association, respectively. These two houses have 
been appraised for $23,000 for insurance purposes. The cost of these properties is carried on our 
books at $19,118.00. Therefore, the total real estate holdings as measured by an appraisal for insur- 
ance purposes is as follows: 





1211-1213 Cathedral Street (Osler Hall) $220,000 

1215-1217 Cathedral Street 23,000 $243,000.00 
The cost of these properties as carried on our books is: 

1211-1213 Cathedral Street (Osler Hall) $110,635 

1215-1217 Cathedral Street 19,118 129,753.00 
Increase in value $113 , 247.00 


The Faculty Building houses one of the finest Medical Libraries in the Country. The Library 
contains more than 50,000 books and 22,000 journals. The members are urged to make use of this 
storehouse of information and knowledge. The librarians are competent to do your reference work, 
and, if you cannot personally visit the Library, the books will be sent promptly. Our Library is no 
further away than your local postoffice. The value of the contents of the Library, using a formula 
for classification of books and unit values recommended by the American Library Association, and 
concurred in by our insurance advisors, is placed at $231,370.00. Included are incunabula valued at 
$30,000.00. The incunabula, of course, came to us by gift. 

The other equipment of the building is valued at $18,821.00. This includes office furniture and 
fixtures, and certain valuable museum pieces such as the medicine chest of Napoleon I. We also 
have the medicine chest of Dr. Upton Scott, the first President of the Faculty in 1799, and an assort- 
ment of early instruments and appliances used in medical and surgical practice. Several hours can 
be spent in a most interesting manner with these prototypes of modern devices. 

In addition, we own by gift, 84 portraits of past Presidents of the Faculty. Two of these portraits 
are by Rembrandt Peale, and two by Charles Wilson Peale. A qualified artist, familiar with market 
values, has appraised these 84 portraits for $14,000.00. 

The money value of the property of the Faculty is summarized as follows: 





Real Estate $243 ,000 
Library 231,370 
Building contents and equipment 18,821 
Portraits 14,000 

Total $507 , 191 


A complete inventory has been taken and properly recorded on the books, and the amount of the 
actual market value of the Faculty’s property may be a surprise to some of the members. 

In addition, the Faculty has received by gift or inheritance, a total of $137,776.00 in trust funds, 
the income to be used for specific purposes in some instances, and in others for the general purposes 
of the organization. Our attorney has studied the wills by which these funds came into the possession 
of the Faculty, and the attorney has interpreted the intent of the donor in each case. We are very 
careful to expend these funds only in the manner intended by the donors. 

The assets of the Faculty are, therefore, $507,191.00 in buildings and contents, and $137,776.00 
in trust funds, or a total of $644,967.00. Against this sum there is a liability of $6,000.00 on a bank 
loan to purchase the properties at 1215 and 1217 Cathedral Street. These facts are set forth in the 
Balance Sheet as of December 31, 1952. The books and accounts are audited by a firm of certified 
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public accountants. A complete inventory of all property has been made, adequate insurance i: 
carried, and a budget has been established with proper expenditure controls; a trial balance is taken 
off the ledger every month, and a purchasing system is in operation. In these respects the adminis 
trative affairs of the Faculty follow accepted business practice. 

The financial picture outlined above is favorable from the standpoint of two things, namely. 
fixed assets and trust funds; and yet, by their very nature, they create liabilities and responsibilities 
of work and administration in properly maintaining the real and personal property of the Faculty 
and in implementing the wishes of the donors of our trust funds. Osler Hall is now 44 years old. 
and while exceptionally well constructed, natural wear and tear and deterioration over this period 
of time must be offset by remedial measures. The building has been well maintained with respect to 
ordinary repairs, but a reserve should be established for extraordinary repairs and replacements 
which are bound to come. Good business administration requires that this be done. 

With respect to the contents of the building, including furniture, fixtures, portraits and valuable 
books, funds must be provided to properly maintain and care for these articles, some of which have 
come to us by gift or inheritance; to the donors we have a definite responsibility. Our current income 
does not permit us to properly care for this valuable property. The alternative is deterioration and 
loss. 

The salaries paid our employees are lower than the level paid in the Baltimore area, with the 
result that it is difficult to retain the services of competent staff people and to fill existing vacancies. 
This situation has resulted in an unreasonable amount of overtime work on the part of our employees. 
This condition cannot and should not continue. 

Our Library needs the assistance of one additional person to install a modern cataloging system. 

Our Medical Journal needs an editorial assistant, and adequate quarters for the performance of 
the work in connection with preparation of the material for publication. 

Our Committees should have some funds for secretarial service and other expenses in connection 
with their work, so that the Chairmen and members will not have to expend their personal funds, 
as is the case in some instances now. 

The only source of income the Faculty has is from members’ dues, income from trust funds, and 
a small amount from rental for use of our facilities by allied organizations. From all these sources, 
our total income is $79,488.00 per year, and the same amount is budgeted. That sum is not sufficient 
to meet the needs above indicated. In our operations we have suffered as other organizations and 
individuals have from the lowered purchasing power of the dollar, and our income must be increased 
if we are to meet the present and future needs of the Faculty. 

In conclusion, it should be stated that the Faculty has an impressive record of accomplishments 
for the profession of medicine in this State, and the entire Country. Great names in medicine appear 
in the records and archives of the Faculty. Great men of medicine have trod the platform and the 
floor of Osler Hall. Men who have taken time from extraordinarily busy lives, for the work of the 
Faculty, for the protection of the professional interests of the members, to make their contribution 
to the advancement of medical science, and for the protection of the health of the people of the 
State. 

The future of the organization as judged by the past is bright, and all members are urged to make 
use of the facilities available at 1211 Cathedral Street, and to participate in the varied activities of 
the Faculty. 
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the American Public Welfare Association. 


The National Commission on Chronic Illness was founded in 1949 by the American Hospital 


Association, the American Medical Association, the American Public Health Association and 








THE BALTIMORE STUDY OF CHRONIC ILLNESS’ 


DEAN W. ROBERTS, M.D? 


Maryland was one of the first states to give 
serious consideration to the rapidly growing 
problem of chronic illness. In 1940, the Alms- 
house Commission, under the chairmanship of 
Mr. Walter N. Kirkman, recommended that 
chronic disease hospitals be constructed by the 
State. Even after 12 years, the report of the 
Almshouse Commission is remarkably modern 
in its conception of the problem of chronic 
illness which faces us today. The recommenda- 
tion foresaw that chronic disease hospitals would 
not only replace the outmoded almshouses, but 
would relieve genera] hospitals of some of the 
burden of care of longer term patients. 

Recommendations of the Almshouse Commis- 
sion resulted in the construction of the modern 
Deer’s Head Hospital in Salisbury and the pur- 
chase of Sydenham Hospital in Baltimore for 
development of a chronic disease facility for 
central Maryland. Funds have also been ap- 
propriated for a third chronic disease hospital 
in Hagerstown. 

These hospitals, operated by the State De- 
partment of Health, constitute a necessary first 
step in dealing with the problem of chronic 
illness. It is apparent, however, that the number 
of persons with chronic illness is too large and 


1 The following is quoted from the Council minutes of 
April 27, 1953: “Council unanimously approved the study in 
principle, and further suggested that in order to render addi- 
tional assistance, appropriate information be published in the 
Maryland State Medical Journal.” 

2 Director, Commission on Chronic Illness. 


is increasing too rapidly to be dealt with suc- 
cessfully by the sole device of building more 
and more hospital beds. To study the problem in 
its broader aspects, the Committee on Medical 
Care of the State Planning Commission in 1951 
established a sub-committee on Chronic Illness 
under the chairmanship of Dr. Lowell Reed. 
Dr. Alan Chesney recently succeeded Dr. Reed 
as chairman of this committee which includes in 
its membership: Donaldson Brown, Ruth Free- 
man, R.N., Harry Greenstein, J. L. Lilienthal, 
M.D., Henry T. Marriott, M.D., A. Austin 
Pearre, M.D., Clifton Perkins, M.D., Winthrop 
M. Phelps, M.D., Howard K. Rathbun, M.D., 
Dean Roberts, M.D., F. F. Schwentker, M.D., 
Raymond K. Thompson, M.D., Alan Voshell, M. 
D., Judge T. J. S. Waxter and J. Theodore Wolfe. 

One of the difficulties facing this committee was 
the dearth of factual, quantitative information 
about chronic illness in Maryland. Limited 
studies had been made many years before in 
Hagerstown and the Eastern Health District of 
Baltimore, but the most comprehensive data 
available was that derived from the National 
Health Survey in 1935 and 1936. These data 
had the defects of being out of date and based 
exclusively on information obtained from house- 
hold interviews by lay enumerators. The extent 
of disability resulting from the illnesses re- 
ported was not known. The committee needed 
accurate information relative to such questions 
as these: How many people are bed ridden with 
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chronic illness? What proportion of these could 
be rehabilitated to the point of self-care? How 
many of them need institutional care? What kind 
of institutional services are needed and in what 
quantities? How many need visiting nurses or 
housekeeping service in order to remain in their 
own homes? What preventive services would be 
practical and useful? 

Studies designed to answer such questions are 
costly and time consuming. The sub-committee 
learned that the national Commission on Chronic 
Illness, then located in the American Medical 
Association offices in Chicago, was planning to 
make such a study in a typical large American 
city. 

Negotiations with the Commission were ini- 
tiated by the Sub-Committee on Chronic IIl- 
ness and in April, 1952, an announcement was 
made that the Commission on Chronic Illness 
had selected Baltimore as the site for its major 
Study of Chronic Illness in an Urban Area. The 
Commission is co-sponsoring a similar study of a 
rural area in Hunterdon County, New Jersey. 

The Commission moved its offices to Baltimore 
in July, 1952 and is now located in the Johns 
Hopkins University School of Hygiene and 
Public Health. An advisory committee for the 
study has been established with Professor Wil- 
liam G. Cochran as chairman and including 
representatives of the Johns Hopkins University, 
the University of Maryland School of Medicine, 
the City and State Health Departments, the 
Baltimore City Medical Society, and the Medical 
and Chirurigical Faculty. 

The United States Census Bureau has entered 
into a contract to carry out the first step of the 
study which is to interview a random sample of 
households in Baltimore City. The interviewers 
will interview a responsible adult in approxi- 
mately 1 out of every 70 households. A series of 
specific questions will be asked which are de- 
signed to elicit information about chronic illness 
in the family during the preceding year. The 
questions are quite detailed and it is estimated 
that interviews will require an average of about 
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one hour. Permission to obtain additional medi- 
cal information from private physicians and 
from hospitals will be requested of the inter- 
viewees. 

From the group interviewed, a sub-sample of 
about 1,000 persons who have reported chronic 
illness will be selected for further evaluation by a 
team consisting of a physician, nurse, social 
worker and rehabilitation counsellor. Prior medi- 
cal records will be consulted and such further 
medical examinations made as are necessary for 
evaluation of the chronic illness or disability. 

The evaluation team will endeavor to do the 
following: Establish the nature and extent of 
the condition; estimate the amount and type of 
care needed; estimate the “rehabilitation poten- 
tial”; and, insofar as practicable, pursue the 
question ‘What preventive medical services 
could have been applied profitably to this patient 
during the course of his illness which could have 
averted, halted or delayed the progress of the 
disease?” 

Those persons who are found by the evaluation 
team to be capable of rehabilitation to remunera- 
tive employment and who are in financial need 
will be referred to the rehabilitation program of 
the State Department of Education for an at- 
tempt at rehabilitation. This will provide a 
practical test of methods used in estimating 
“rehabilitation potential.” 

The evaluation step, just described, has never 
been done before and represents by far the most 
difficult part of the Baltimore study. A special 
advisory committee under the chairmanship of 
Dr. Howard Rusk of New York is assisting the 
Commission in developing uniform procedures 
for use in the Baltimore study and in its rural 
counterpart in Hunterdon County, New Jersey. 

A final step in the study is designed to test the 
usefulness and costs of screening tests. A sub- 
sample of the group interviewed will be offered a 
series of laboratory screening tests in order to 
determine the number and type of conditions 
detected by this procedure which the individual 
did not mention to the interviewer, or of which 
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he was unaware. This step will provide a means of 
measuring the ‘‘non-manifest”’ chronic illness. A 
small sample of those who were negative on 
screening will be given a careful medical work-up 
with history, physical and indicated laboratory 
examinations in order to determine the condi- 
tions that will be detected by this procedure 
which the screening missed. These devices should 
permit a critical evaluation of the usefulness and 
limitations of screening tests. 

The Baltimore Survey of Chronic Illness is 
expected to require approximately two years to 
complete. The interviewing alone, which is to 
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reach an estimated 13,000 people in the sample of 
4,000 households, will require a year. To the 


nation as a whole, the study will provide data 


which may be useful as a guide to examining 
needs for facilities in other urban areas. Such 
basic information is now unavailable anywhere 
in this country. 

To Maryland specifically, the survey will 
bring much needed data which the sub-committee 
on Chronic Illness can use in its consideration of 
the growing problem of chronic illness in this 
state. 


COMMITTEE TO COOPERATE (WITH) AMERICAN 
MEDICAL EDUCATION FOUNDATION 


NEWLAND E. DAY, M.D.* 


To the sound of good wishes sent to the 
American Medical Education Foundation by 
President Eisenhower the meeting of the Founda- 
tion and its national representatives (state 
chairmen, etc.) opened in Chicago, January 
25, 1953. This meeting was a review of the efforts 
of the various states for the year 1952, closing 
December 31. Prior to January 25, 1952, Mary- 
land had eighty-seven contributors with a total 
contribution of $5,713.00. These figures do not 
include contributions made directly to the medi- 
cal schools, some of which may be a result of the 
efforts of the Foundation program. Nevertheless, 
only monies that actually passed through the 
Foundation’s hands were credited to the Founda- 
tion. It was again emphasized in this meeting 
that the National Foundation’s (lay organiza- 
tions) contingent funds, that is those funds which 
will be used to match contributions of doctors to 
the American Medical Education Foundation, 
can only be used to match monies that come 


* Chairman, Medical and Chirurgical Faculty Committee 
to Cooperate with the American Medical Education Founda- 
tion. 


through the Foundation. It is hoped, therefore, 
that regardless of how the contributions were 
made to the medical school that ultimately a 
check for the total contributions received by 
the Alumni Association of Medical Schools will 
be sent annually to the American Medical Edu- 
cation Foundation and naturally to be ear- 
marked back to that school that sends the check. 
This would in no way interfere with the ad- 
ministration by the school of the direct contribu- 
tions. The total fund of the American Medical 
Education Foundation to be matched by contin- 
gent funds hence would be swelled. 

The chairman wishes to thank the editor and 
secretarial staff of the State Journal for their 
splendid cooperation in connection with pub- 
licity for the program, and also the faculty 
office staff for their accurate recording of the 
tally and prompt acknowledgements of all con- 
tributions. Hearty thanks go to our committee, 
who have served well this past year. To the new 
members of the committee, whose names are 
listed herein, I bid you welcome and am looking 
forward to a big year with your help. Our goal 
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this year is two million dollars from all states to 
the American Medical Education Foundation. 
The past year saw us over the one million mark. 

In general, mail solicitation proved the least 
effective and person to person solicitation plus 
personal appearances at nine of our twenty-two 
component societies by the chairman seemed to be 
of greater value. Heavy emphasis will be given 
this type of approach in enlarging our committee 
this year. Correspondence has been maintained 
with the presidents of all twenty-two societies 
with a courteous response from most. Thanks 


Medical Education Foundation 


goes to those societies who were hosts at dinner 
to committee speakers. 

May I still suggest that eighty-seven con- 
tributors to such a vital project in behalf of the 
entire medical profession is still a small number 
in a society that acknowledges over eighteen 
hundred members. We need lots more of the 
loyal supporters such as Dr. Harvey B. Stone 
who will receive the American Medical Educa- 
tion Foundation Award of Merit for his generous 
contributions. 





MEDICAL DIRECTOR APPOINTED 


The Maryland Hospital Service, Inc., announces the appointment of Dr. R. Walter 
Graham, Jr., as Medical Director of the Blue Cross and Blue Shield Plans effective 
June 1, 1953. Dr. Graham succeeds the late Dr. Richard F. Kieffer. 

Dr. Graham will continue in private practice serving the Prepayment Plan on a 


part-time consulting basis. He also will continue to serve as Chairman of the Medical 
Advisory Committee to Selective Service. 











VACANCIES IN RESIDENT STAFF AND ADMITTING OFFICE 


There are several vacancies in the resident staff in Internal Medicine, Pathology and 
Radiology, at the Veterans Administration Hospital, Fort Howard, Maryland. There 
is also a full time position vacancy for an Admitting Officer. The salary range for resi- 
dents is $2640 to $3300, per annum, while that for full time positions is $5500 to $12,800, 
depending upon training and experience. 

Interested physicians should inquire of Dr. M. H. Travers, Chief of Professional Serv- 
ices, Veterans Administration Hospital, Fort Howard, Maryland, for further details. 
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THE COLLAGEN DISORDERS* 


LOUIS K. ALPERT, M.D.7 


DEFINITION 


The term “collagen” refers to that material 
which lies between the connective tissue cells, 
the so-called “matrix” or “ground substance.” 
It is the material which holds the cells together. 
In normal tissues, this intercellular material is 
not visible in histologic sections. However, in 
the group of disorders which we are discussing 
this morning the collagen becomes changed so 
that it takes on a deep pink stain, and resembles 
fibrin, hence the term “‘fibrinoid degeneration” 
is often applied to it. This is the primary or 
fundamental change which characterizes the col- 
lagen diseases. 

Since this ground substance is present also 
in the walls of blood vessels, vascular changes 
play a prominent role in the pathological and 
clinical picture of the collagen disorders. In the 
small arteries and arterioles one sees, in addition 
to fibrinoid degeneration, a thickening of the 
wall, areas of necrosis, and infiltration of poly- 
morphonuclear leucocytes, lymphocytes, eosino- 
philes and plasma cells. The cellular infiltration 
frequently extends outside the vessel walls to 
form the characteristic collar of perivascular in- 
filtration. In the tissues around the blood vessels 
there is a proliferation of connective tissue, and 
often fibrosis in the later stages of the disease. 

The etiologic factor which appears to be com- 
mon to all of the collagen disorders is a hyper- 
sensitivity to chemical substances. In this are 
included bacterial proteins, particularly those of 

* Courtesy of the Maryland Academy of General Practice. 
Presented before this Association at its Annual Scientific 
Assembly, October 9, 1952, Lord Baltimore Hotel, Baltimore. 

¢ Adjunct Clinical Professor of Medicine, George Washing- 


ton University School of Medicine; Chief, General Medical 
Service, Veterans Administration Hospital, Washington, D. C. 
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the streptococcus and possibly the tubercle bacil- 
lus, food proteins, horse serum, penicillin, and a 
number of organic and inorganic compounds, 
such as the sulfonamides and iodides. 

I might say that the allergic basis for the 
collagen diseases is not unanimously accepted 
by all physicians who have studied them closely. 
The strongest exponent of the “pro’’-allergic 
thesis has been Dr. Arnold Rich, of the Johns 
Hopkins Hospital. He has been able to produce 
lesions in rabbits with horse serum which have 
every appearance of periarteritis nodosa in some 
animals and of rheumatic fever in others. He 
has also demonstrated these lesions in autopsy 
material from patients who have died with reac- 
tions to sulfonamides, aspirin, iodides, thiourea, 
dilantin and horse serum. On the “anti’’ allergic 
side are Drs. Klemperer and Baehr, of Mt. Sinai 
Hospital in New York, who originally recognized 
the collagen disorders in 1941. Their feeling is 
that even though the histologic lesions in the 
various diseases are similar, one should not neces- 
sarily assume that the etiologic mechanism is 
the same in all. However, up to the present time 
the weight of evidence seems to be in favor of 
hypersensitivity as being the common factor in 
these disorders. 

I will now attempt to describe for you the 
pathological and clinical aspects of the diseases 
which I believe should be included in the category 
of the collagen disorders, and some of the recom- 
mended therapy. 


RHEUMATOID ARTHRITIS 


The pathologic alterations in the joints begin 
with edema and inflammation, including the 
changes in small blood vessels such as I have 
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described previously as characteristic of the col- 
lagen disorders. As the disease progresses, the 
synovial membranes which form the lining of 
the joints undergo proliferation, and as they 
grow across the joint surfaces, the cartilage is 
destroyed and resorption of bone occurs. As an 
indication of the generalized nature of this dis- 
ease, it has been shown that biopsies of muscle 
will also show the interstitial and vascular col- 
lagenous abnormalities. 

In the clinical picture of rheumatoid arthritis, 
I would like to emphasize the early occurrence 
of fatigue, mild fever and loss of weight which 
may even precede the obvious joint changes. 
Subcutaneous nodules, often at some distance 
from the joints, are frequently found. The blood 
may show a mild anemia, and slight elevation of 
the white cell count and sedimentation rate. 
Valvular lesions of the heart should be looked 
for, since they have been found at autopsy, in 
various studies, to be present in from 25% to 
65% of the patients. 

From the therapeutic standpoint the sali- 
cylates have had the longest and greatest use- 
fulness, and they are still the mainstay of treat- 
ment. They should be used in dosage up to 
tolerance, as high as 80 or 100 grains per day. 
Total body rest is of great value, but it should 
be combined with carefully used physiotherapy 
to prevent muscular atrophy. Many of you have 


undoubtedly used ACTH or cortisone in these 


patients with great improvement. There is no 
doubt that these drugs are very effective, but 
they must be used with great care because of 
the undesirable side effects which they produce. 
The minimal dosage which will produce a favor- 
able effect is the one to use. Usually 25-75 mgm. 
of cortisone orally per day will provide adequate 
relief without side effects. One should not neces- 
sarily attempt to eliminate al] symptoms with 
ACTH. 

Very recently, in June 1952, a report regarding 
the use of phenylbutazone (Butazolidin) in rheu- 
matoid arthritis appeared in the J.A.M.A. This 
drug is chemically similar to aminopyrine. It is 
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not related in any way to ACTH or cortisone. 
The dosage is 200 mgm., given one to six times 
daily, depending on the response. In general, the 
clinical results with this drug have been favor- 
able, but toxic reactions have occurred in over 
14 of the patients. These reactions, in order of 
frequency of occurrence, are nausea 14%, edema 
12%, skin rash 4%, reactivation of peptic ulcer 
3%, dizziness 2%, and anemia 1%. Whether this 
drug will become a permanent adjunct to the 
treatment of rheumatoid arthritis still remains 
to be seen. 


RHEUMATIC FEVER 


I am sure that the classic picture of migratory 
arthritis and valvular heart disease in rheumatic 
fever is well known to you. One should also 
remember that pericarditis, pleurisy and pneu- 
monitis occur frequently in this disease, some- 
times as the initial symptoms. In children, ab- 
dominal pain may be a prominent feature, and 
often leads to a diagnosis of appendicitis, or other 
abdominal emergency for which surgery is per- 
formed. Anemia, leukocytosis and an elevated 
sedimentation rate are almost invariably present. 

With regard to treatment, the use of large 
doses of salicylates, up to 150 grains per day 
in the adult, and proportional doses in children, 
has produced results which are equally as good 
as those seen with cortisone or ACTH. If the 
patient is unable to tolerate large dosage of sali- 
cylates, or, as occasionally happens in the severe 
cases, the response even to large doses is in- 
adequate, then ACTH or cortisone should be 
used, with due care for the side-effects, the 
most important of which, in this instance, is the 
tendency to increased edema formation. 


DISSEMINATED Lupus ERYTHEMATOSUS 


This is a serious disease, since it is almost 
invariably fatal in 1 to 2 years. It is much more 
common in women than in men. It is character- 
ized by an erythematous macular eruption over 
the nose and cheeks, the so-called “butterfly” 
eruption, together with joint pains and swelling, 





Louis K. Alpert 


fever, and weight loss. The heart is involved 
with tachycardia and a systolic murmur. The 
endocardium shows at autopsy a typical nodular 
endocarditis which used to be called “‘Libman- 
Sachs” disease. It is not the same as rheumatoid 
endocarditis. Pericardial, pleural and peritoneal 
effusions are common. The kidneys are often 
involved in disseminated lupus, and _ patho- 
logically the so-called “‘wire-loop” lesion is seen 
in the glomeruli. The urine shows albumin and 
red cells. The blood count shows anemia, leuko- 
penia and thrombopenia. The sedimentation rate 
is high and the albumin-globulin ratio is often 
reversed. Epileptiform seizures, due to involve- 
ment of cerebral vessels, are not uncommon. 

The diagnosis can be established by finding 
the ““L-E”’ cells in the bone marrow or peripheral 
blood. The “L-E” cell is a polymorphonuclear 
leucocyte which has phagocytized nuclei from 
other autolyzed leucocytes. 

The most effective treatment of disseminated 
lupus erythematosis is the adequate use of corti- 
sone or ACTH. The dosage must be high at the 
start, for example 300-400 mgm. of cortisone, 
or 150-200 mgm. of ACTH per day during the 
first few days. When the disease is brought under 
control, the dosage is decreased to the level at 
which symptoms begin to recur, and then it is 
kept at just above this level in order to keep 
the patient free of symptoms. 


DERMATOMYOSITIS 


Dermatomyositis, as the name implies, is an 
inflammatory process which involves the skin, 
subcutaneous tissues, and muscles. The lesions 
are non-suppurative, and no infectious agent has 
been isolated from them. 

Clinically, the skin shows a localized dusky 
erythema and edema. The underlying muscle 
tissue is painful and tender, and as the disease 
progresses, muscle weakness and atrophy de- 
velops. Any portion of the body may be involved, 
not only the trunk and extremities, but also the 
face, eyes, pharynx and diaphragm. The joints 
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and heart are rarely involved. The blood count 
may show eosinophilia and mild anemia. 

Dermatomyositis is fatal in 50-60% of the 
cases in 1-2 years, death occurring from involve- 
ment of the respiratory muscles and diaphragm 
with secondary bronchopneumonia. 

There are two types of therapy for this disease. 
One is with para-amino-benzoic acid (PABA), 
which is given in doses of 2 grams (30 grains) 3 
times daily, and gradually increased to tolerance. 
As much as 12-24 grams (180-360 grains) every 
24 hours may be necessary to achieve maximum 
results. The toxic effects which may occur are 
nausea, vomiting, fever and leucopenia. Improve- 
ment is gradual. Complete remission usually does 
not take place with this drug. 

The other form of treatment is with ACTH or 
cortisone. The dosage varies with the severity of 
involvement, varying between 100-300 mgm. of 
cortisone, or 60-100 mgm. of ACTH daily. The 
response is difficult to predict, but most of the 
patients respond rapidly and have complete re- 
mission for prolonged periods. 


SCLERODERMA 


Scleroderma is characterized by the develop- 
ment of progressive tightness of the skin, which 
becomes smooth and waxy in appearance. The 
subcutaneous tissues become hardened, so that 
the skin cannot be lifted. Microscopically, the 
subcutaneous tissues show dense fibrosis, and the 
dermis is atrophic. Blood vessels in the skin and 
subcutaneous tissues are involved by the inflam- 
mation and degenerative changes mentioned 
earlier. 

The first manifestations of scleroderma often 
resemble Raynaud’s disease in the hands. The 
involvement of the face produces a mask-like 
expression with limitation in movement of the 
jaw, and difficulty in eating. The esophagus is 
often involved, with the production of a thick- 
ened, stiff wall, which may result in difficulty in 
swallowing. Movement of the joints of the hands 
and elbows become limited because of the im- 
mobility of the skin. In the late stages, the skin 
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over the chest and abdomen is involved, which 
may lead to difficulty in breathing, which the 
patient describes as shortness of breath. 

In most patients, fortunately, the disease pro- 
gresses very slowly, and may remain stationary 
for years or may even regress spontaneously. 
In about 10-20% of the cases, however, the 
disorder continues slowly until the patient dies 
after several years because of starvation, due to 
inability to eat or swallow. 

The treatment is similar to that of derma- 
tomyositis, namely with either para-amino-ben- 
zoic acid, or ACTH or cortisone. The response 
to therapy, however, is different. PABA has a 
better effect in this disease, whereas cortisone 
and ACTH are beneficial only in the very early 
stages. 


PERIARTERITIS NODOSA 


This disease is essentially an inflammation in 
and around the medium-sized and small arteries, 
with necrosis, fibrinoid change and hyalinization 
of the walls, and perivascular infiltration with 
mononuclear, polymorphonuclear and _ eosino- 
philia cells. 

The widespread involvement of the blood ves- 
sels produce variable and often puzzling symp- 
toms. The constitutional symptoms are fever, 
tachycardia, weakness, and weight loss. The local 
manifestations may involve any organ, and I 
can only list the most common ones. Peripheral 
neuritis is quite common, as is also kidney in- 
volvement, with the manifestation of albumi- 
nuria and hematuria. Hypertension occurs in 
about half the cases. Asthma may be an early 
symptom. Episodes of abdominal pain, nausea 
and vomiting may simulate surgical emergencies. 
Skin eruptions, varying from urticaria to bullous 
lesions may occur. 

The blood picture may give the clue to the 
diagnosis, since leucocytosis, eosinophilia and 
anemia are usually present. 

The prognosis is rather poor, since about 50% 
of the patients die in 1-2 years, with either 
heart failure or uremia. 

The only therapy which has any effect in this 





disease is cortisone or ACTH. The only drawback 
to this treatment is that, even when the disease 
is cured, paradoxically, the patient is apt to die. 
The reason for this is that when the inflammatory 
process in the arteries subsides, it is replaced 
by scar tissue, and as this scar tissue contracts, 
the artery becomes completely occluded. This 
leads to ischemia and necrosis of the organ sup- 
plied by the arteries so affected. Thus, for ex- 
ample, if the kidney is involved, irreversible 
uremia results. The physician must therefore 
exercise great caution in the use of ACTH or 
cortisone in the patients. It is best to use these 
drugs early in the disease, and the dosage should 
be started at a low level, such as 50 mgm. of 
cortisone or 20 mgm. of ACTH per day, and 
increased very gradually, depending on the re- 
sponse. 


ERYTHEMA NoposuM 


This disease is characterized by an eruption 
of circular, red, raised warm and tender lesions, 
most frequently over the legs, but may appear 
over any part of the body. They often come and 
go in crops, and are accompanied by fever and 
joint pains. 

The eruptions of erythema nodosum are now 
looked upon as a manifestation of sensitivity, 
and occur in a wide variety of diseases, including 
hemolytic streptococcus sore throat, syphilis, 
gonorrhea, ulcerative colitis, coccidiomycosis, 
sarcoidosis, and meningococcal infection. Ery- 
thema nodosum has also been observed following 
the administration of iodides, bromides, sul- 
phonamides, quinine, atropine, and the barbi- 
turates. In Europe, it has been considered as 
being a manifestation of tuberculin sensitivity. 

Before the eruption appears, there is usually 
a period of headache, malaise, anorexia, muscle 
and joint pain and fever. In a large proportion of 
the patients there is rather striking enlargement 
of the lymph nodes in the hilar regions of the 
lungs. 

The duration of illness from erythema nodo- 
sum is usually about 3-4 weeks. 

The treatment is largely symptomatic. Any 
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drug which the patient may have been taking 
prior to the onset of the illness, which might be 
responsible, should be discontinued. The anti- 
biotics are of little value. Salicylates in large 
doses are very helpful. In severe cases, ACTH 
or cortisone, carefully used, will produce prompt 
relief, but must be maintained during the 
entire illness, since relapse may occur when the 
drug is discontinued. 


ERYTHEMA MULTIFORME 


This is an acute disease, with skin and mucous 
membrane lesions which may have a variety of 
appearances, either macular, papular, vesicular 
or bullous. The most characteristic lesion shows 
2 or 3 concentric rings of discoloration, the so- 
called “‘iris pattern.” 

The eruption of erythema multiforme appears 
most frequently on the extensor surfaces of the 
hands and feet, but may involve the palms, 
soles, extremities, trunks and face. Severe 
involvement of the mucous membranes of the 
mouth may occur, and when this is associated 
with ulcerations on the glans penis or vulva, it 
is called the “Steven-Johnson syndrome.” 

Erythema multiforme is a self-limited disease, 
lasting 2-3 weeks, but it may recur to a more 
severe degree. Here again, ACTH and cortisone 
may ameliorate the disease. 


PEMPHIGUS 


This disease may be considered an extremely 
severe form of erythema multiforme. The skin 
is covered by large, purulent appearing bullae 
filled with yellow fluid. When they break, the 
underlying tissue is red and raw. The membranes 
of the mouth are covered with painful ulcerated 
lesions. Pemphigus is a fatal disease in most 
instances, even though it may continue for 
several months. In the past no therapy has been 
of any value, but now the disease can be brought 
rapidly under control with large doses of corti- 
sone, 600 mgm. per day. This can be gradually 
reduced to a maintenance level, which is usually 
about 150 mgm. per day. After several months, 
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the dose may be further reduced, but if relapse 
occurs, it should be raised again to high levels. 


ANAPHYLACTOID PURPURA 


In this disease one sees the localized develop- 
ment of urticaria, edema and hemorrhage, in 
association with drug sensitivity, serum sickness 
and other allergic disorders. When the joints 
are also involved it is called Schonlein’s purpura. 
When the gastro-intestinal tract is involved, it is 
called Henoch’s purpura. Occasionally the kid- 
neys alone may be involved, and lead to an 
erroneous diagnosis of acute nephritis, because 
of the hematuria. 


THROMBOANGIITIS OBLITERANS 


In this disease, the small arteries and veins of 
the lower extremities are involved, producing 
the characteristic intermittent claudication on 
walking. Occasionally the mesenteric, renal, 
coronary or cerebral vessels may also be in- 
volved. 

The etiologic factor is sensitivity to tobacco, 
and the only satisfactory treatment is the com- 
plete elimination of smoking. 


LOEFFLER’S PNEUMONIA 


This is an acute disease, with fever, cough, 
and infiltrations in the lung. The characteristic 
feature is the marked eosinophilia in the blood. 
The pulmonary lesions are due to eosinophilic 
infiltration. Recovery usually occurs in a few 
days, without therapy. If the disease becomes 
prolonged, ACTH or cortisone can be used to 
produce rapid clearing. 


CoRTISONE AND ACTH 


Finally, I would like to say a few words 
about the use of cortisone and ACTH in general, 
since I have repeatedly mentioned the value of 
these drugs in the collagen disorders. These are 
powerful hormones, and must be used with clear 
recognition of the hazards of the “over’’ physio- 
logic effect which they produce. I may say first, 
that doses of 25-50 mgm. of cortisone, and of 
10-20 mgm. of ACTH have little deleterious 
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effect. Beyond these levels, the clinical features 
to watch for are edema, due to salt retention, 
muscle weakness, due to loss of potassium and 
protein, and mental changes, such as insomnia or 
depression, or occasionally a manic phase. Less 
frequently, elevation of blood pressure and a 
rise in blood sugar may occur. Increase in fat 
around the face and abdomen, and acne of the 
skin are very common. 

In order to prevent the edema the patient 
should be placed on a completely salt free diet, 
including no salt in the cooking. The administra- 
tion of potassium chloride, 15 grains 3 or 4 times 


per day will diminish the loss of potassium. 
With regard to the other changes, only a reduc- 
tion or elimination of the drug will revert them. 

The decision when to use cortisone or ACTH 
should be made with care. In the serious or 
fatal diseases, such as lupus erythematosus or 
pemphigus the physician must use the drugs 
in large doses, and consider the side effects as of 
lesser importance. In the less serious diseases, 
the dosage should be kept as low as possible, 
at the level which will just produce the desired 
symptomatic benefit, and be discontinued as 
soon as feasible. 


SYMPOSIUM ON TRAUMA* 


INTRODUCTION 


PAUL F. DUE, Esquire, Moderatort 


Ladies and gentlemen, as you know, this 
symposium is sponsored by the Medico-Legal 
Committee of The Medical and Chirurgical 
Society of Maryland, The Bar Association of 
Baltimore City, and The Maryland State Bar 
Association. The subject is “Trauma and Its 
Relation to Disease.”’ And this, incidentally, is 
the fourth of such symposia. 

The panel tonight consists of Dr. Russell S. 
Fisher, Dr. Joseph L. Lilienthal, Dr. Eugene 
Meyer, and Judge Emory H. Niles. Each of 
these gentlemen will discuss this question from 
the standpoint of his own particular specialty. 
At the conclusion of the discussion, there will be 
a question period, in which each of the four 


* Arranged by the Joint Committee on Medicolegal Prob- 
lems of the Baltimore and Maryland Bar Associations and the 
Medical and Chirurgical Faculty, under the auspices of the 
Symposia Management Subcommittee. Presented Friday, 
October 24, 1952, Osler Hall. 

+ President, Bar Association of Baltimore City. 


participants will submit questions to some of 
the others. 

You have been provided with pencils and 
paper, and you are invited during the course of 
the discussion to frame certain questions which 
may occur to you. And after the last speaker 
has concluded his talk, these questions will be 
collected and submitted to the various speakers. 

Now, the first speaker will be Dr. Russell S. 
Fisher, who is presently Chief Medical Examiner 
of the State of Maryland, Professor of Legal 
Medicine and Head of Division of Legal Medi- 
cine, Department of Medicine, University of 
Maryland Medical School and Lecturer in 
Forensic Pathology, Johns Hopkins University 
Medical School. 

Dr. Fisher holds degrees of B.S. from the 
Georgia School of Technology and M.D. from 
the Medical College of Virginia. He will discuss 
the subject “Trauma and Its Relation to 
Disease” from the viewpoint of the pathologist. 
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VIEWPOINT OF THE PATHOLOGIST 


RUSSELL S. FISHER, M.D.* 


Mr. Chairman, and ladies and gentlemen: 

The pathologist in his role as the last medical 
man to arrive on the scene, at least in the fatal 
cases which come to his attention, is given the 
job of determining in a factual way the actual 
nature and cause of the death. In this State, 
where the law makes it mandatory that all 
deaths due to violence be reported to the Medical 
Examiner, it is he who, for all practical purposes, 
must acquire the information which will later 
be necessary for the courts as they ponder the 
relative importance of trauma and the natural 
factors as causes of a death. The Medical 
Examiner must, furthermore, be able to interpret 
his findings in an expert manner in all of those 
deaths which he has studied, in order that the 
information he has acquired will attain the 
maximum of usefulness in settling litigation. It is 
in those deaths in which injury combines with 
disease to produce a fatal outcome that expert 
opinion, based on careful study of the case and 
of precedents in the experience of others, is 
most useful in resolving an issue. 

Those cases may be considered in three 
categories: 

I. The medical situation 
(a) where pre-existing medical disease 
complicated by intentional or neg- 
ligent injury leads to death. 

A case to illustrate this type of situation is 
that of an elderly filling station operator suffer- 
ing from heart disease, but able to do his daily 
work, who was assaulted by a young man who 
wished to buy gas. The altercation occurred as 
the result of the customer wanting to buy gas 
after the station was closed. During the struggle, 
the operator was struck on the head with a 
nozzle on the end of the gas hose. The assailant 
fled, and within a minute or two after his 
departure the elderly man struggled out in the 
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street, collapsed and was dead when aid reached 
him. 

Post-mortem examination showed that the 
injuries to the head were superficial and that 
the medical cause of his death was hardening of 
the arteries of the heart. 

The testimony in the case included the opinion 
that the precipitating cause of his death at that 
time was the struggle and the blows he sustained 
to the head during the altercation. 

(b) The legal principle 

Disease plus injury—the defendant’s act must 
have been a direct contributing cause of the 
death, but it need not be the sole cause of the 
death. This was stated in State vs. O’Brien, 81 
Iowa 88. 

(c) A working philosophy 

Disease plus injury—Reduce the group by the 
questions—(1) was injury truly a contributing 
cause to the death. If the answer is no, then no 
case. And (2) was injury likely to have been fatal 
even without disease. If so, the case is actionable 
without regard to disease. And finally, if answer 
to (1) is yes and (2) is no, then the case should be 
prosecuted. And usually it is a manslaughter 
case. 

II. The medical situation 
(a) Where death is due to medical com- 
plications of ordinarily non-fatal in- 
juries. 

As an illustrative case, I may cite the young 
man who was shot in the thigh by an assailant. 
He received first aid for his gunshot wound and 
then left the accident room of the hospital, 
only to return several days later to another 
hospital, where he was admitted and surgical 
removal of the bullet accomplished. 

It was noted at the time of the operation, that 
the bullet had caused injury to the veins of the 
thigh. Nine days later, despite an apparently 
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uneventful recovery, the patient sat up in bed 
and dropped dead. 

The post-mortem examination showed that 
the cause of his death was pulmonary embolism, 
with the fatal clot having formed in and been 
detached from the veins injured by the bullet. 

(b) The legal principle 

Medical complications of injury. Where the 
defendant inflicts an injury which brings on a 
diseased condition from which the injured person 
dies, the defendant is guilty of homicide. (Powell 
vs. State, 13 Tex. App. 244) The defendant is 
responsible for the natural consequences of his 
wrongful acts. 

(c) A working philosophy 

Despite the “misfortune” of having his victim 
die when better luck might have prevented his 
“clot in the lungs” or his “meningitis” from a 
fractured skull, the assailant is subject to 
prosecution. His luck can’t be as bad as was his 
victim’s. 

III. The medical situation 

(a) Injury followed by therapeutic mis- 
adventure and death. 

A typical case is that of an individual who 
sustained injuries about the elbow of a gunshot 
wound sustained when he was assaulted by 
another man. He was admitted to the hospital 
and several days later became disoriented and 
confused. The tentative diagnosis of “lock jaw” 
was made. 


Instead of the usual treatment of “lock jaw,” 


the physician in charge of the case elected to 
administer lock jaw anti-serum into the spinal 
fluid and introduced a needle into the cisterna 
magna at the base of the brain. The injured 
man struggled while the needle was in and it 
punctured the brain stem, causing death within 
a few hours. 

Since this type of medical treatment is not 
considered the standard medical treatment but 
was, instead, an unusual and, in retrospect, 
dangerous type of procedure and since the 
original injury might well have been recovered 
from, the death was considered due to thera- 


peutic misadventure, which was in this case, of 
course, fancy terminology for a medical mistake. 
(b) The legal principle 

Injury plus therapeutic misadventure. Where 
the defendant inflicts a mortal wound and then 
the wound is treated medically and such treat- 
ment results in death, the defendant is guilty of 
homicide, but if the wound is not mortal in itself, 
and the death results solely from the improper 
medical treatment, the defendant is not guilty 
of homicide. (Parsons vs. State, 21 Ala. 300) 

(c) A working philosophy 

Injury and therapeutic misadventure. Here 
the first question is usually—Is there cause for 
action against those making the medical mis- 
take? If so, the assailant’s contribution is non- 
actionable. If not, the assailant must be charged 
and a full explanation of the “misadventure” 
given the court or jury, who must weigh the 
“odds,” and if they are as wise as Solomon, 
justice will be done. 

These three variants include about all of the 
combinations of trauma and disease to be con- 
sidered in criminal cases. 

In the non-criminal cases, the medical situa- 
tions are essentially the same, but the question is 
altered, in that the issue is one of evaluating the 
damages sustained or the award to be made, for 
example, in the case of industrial accidental 
injury. The compensation laws provide for 
awards in cases of disability or death sustained 
by employees resulting from an accidental 
personal injury “arising out of and in the course 
of his employment without regard to fault as a 
cause of such injury.” Since this is the wording 
of the law in the matter, it is clear that com- 
pensation is available in all of the above cases. 
Obviously, however, arbitration must frequently 
be resorted to in the questionable cases. 

In conclusion, and in summary, the pathol- 
ogist has the duty to collect facts and be able 
to interpret them for the court in an intelligible 
fashion. He should strive at all times to be a 
neutral observer rather than to be partisan in 
any given case. 
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Mr. Due: Thank you, Dr. Fisher. 

How lawyers would like to play around with 
that term “misadventure.” Anyway, I don’t 
know what I would do with it. 

Anyhow, our next speaker is Dr. Joseph L. 
Lilienthal, Jr., who is Professor of Environ- 
mental Medicine and Associate Professor of 
Medicine of Johns Hopkins University. He is 
also a physician with the Johns Hopkins Hos- 
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pital. Finally, he is consultant to the Secretary 
of Defense, Surgeon General of the Army, the 
Office of Naval Research and National Science 
Foundation. He holds the degrees of B.S. 
from Yale University and M.D. from Johns 
Hopkins University. 

Dr. Lilienthal will discuss ‘Trauma and Its 
Relation to Disease’ from the standpoint of an 
internist. 


VIEWPOINT OF THE INTERNIST 


JOSEPH L. LILIENTHAL, Jr., M.D.* 


My assignment requires of me a discussion of 
Trauma from the Internist’s Viewpoint. I 
would prefer to retitle it as Trauma from One 
Internist’s Viewpoint and thus avoid involving 
my colleagues in some of the heresies which I 
plan to propound. As has already been and 
doubtless will be emphasized, this is a murky 
business with light visible only at the very 
periphery of a complicated problem. Perhaps we 
might start with the standard definition of 
trauma as a wound, an injury, a shock or the 
condition resulting therefrom. I would like to 
emphasize the word imjury and to point out 
that by a reasonable extension of the definition 
of injury we may include these minor injuries 
received over the years, which when they are 
summated, we recognize as aging. This ex- 
tension of the definition has been made to stress 
the fact that although the traumatic event or 
agent may be relatively simple the person who is 
traumatized is incredibly complex. And this 
complexity involves all phases of age, heredity, 
previous life, as well as state at the time of 
injury. It is because of this complexity that the 
relation of trauma to disease must be considered 
in a partial analysis. There must be many ways 
to do this but the one I have adopted seems 
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especially suited to those aspects of the problem 
which I should like to discuss with you. 

But first let us consider what I believe to be 
certain fundamental similarities and also dif- 
ferences in the approaches of the law and of 
medicine. Both disciplines require answers to the 
following questions: 

(1) Is there causal relationship between the 
trauma and the disease or handicap? 

(2) What is the degree of handicap? 

(3) For what part of the handicap is the 
trauma responsible? 

It appears to me that the answers required 
differ significantly with respect to one feature, 
that is time. By its very nature the law must 
arrive at the best and fairest answer now, taking 
note of what is known mow, and arriving at 
a decision which then terminates the problem 
now. Medicine, by contrast, is so rarely ever 
capable of or willing to answer the question now 
because so many of the facets of the problem are 
unexplored, are unknown, and those which 
appear to be known are constantly changing. 
Part of this property of constantly changing is 
inherent in biology which views the interaction 
of an organism (in this instance man) and its 
environment as occurring in a continuum of time. 
Thus the results of a reaction between man and 
the forces which play on him may take months 
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and years before they appear above the clinical 
horizon. And because of the wide variation 
among men, whether or when the reaction will 
become detectable is a matter of the widest 
variability itself. To exemplify the difficulties 
which face us and to reveal the imperfect state 
of the art and science of medicine I should like to 
consider the relation of trauma to disease in the 
cardiovascular and respiratory systems in terms 
of the three basic questions outlined earlier and 
for which both the law and medicine require 
answers. 

The first question we have set ourselves 
revolves about causal relationships. These may 
be set out in a spectral array ranging from 
traumatic episodes which are manifestly the 
immediate cause of the injury or disease to 
occurrences which are almost certainly not re- 
lated to any recognized trauma. Perhaps we 
might begin with examples at the extreme edges 
of this spectrum. 

A penetrating wound of the heart or great 
vessels, or the passage of an appropriate electrical 
current may produce structural or functional 
cardiac changes leading to death. Acute ex- 
posure to several toxic gases, as for example 
chlorine, cadmium or carbon monoxide, may 
result in death for which the causal relationship 
is crystal clear. 

By contrast the quiet death during sleep of 
the nonagenarian who is discovered subsequently 


at autopsy to have an infarct of the myocardium © 


is held generally not to be attributable to any 
trauma more specific than the passage of 90 
years. Similarly, the aging sedentary person 
whose mild shortness of breath is discovered to 
be associated with moderate senile emphysema is 
not thought usually to be suffering from the 
results of any specific trauma. As an aside one 
might point out that even these contemporary 
working conclusions may someday be altered 
drastically; for not every aged person suffers 
from atherosclerosis or emphysema; perhaps 
trauma, minor and repeated, may indeed play 
a role in the development of these diseases. 


The reported observation that arteriosclerosis 
virtually does not exist in the native Chinese 
suggests that these examples which I have given 
may not be as applicable as current beliefs now 
hold. Nevertheless, I believe few physicians 
would take exception to these examples of 
obvious causal and of non-causal relations be- 
tween trauma and disease. 

Let us move in from the extremities of the 
spectrum. Instead of penetrating wounds of the 
heart consider the sequelae of non-penetrating 
contusions of the chest. Under conditions of 
extraordinary force and violence rupture of 
cardiac musculature, valves or chordae tendineae 
has been seen. After impacts of lesser force 
persons surviving the blow have displayed 
symptoms, signs and corroborative diagnostic 
evidence for establishing the occurrence of a 
myocardial infarction. In some instances the 
apparent force of the blow is of such small 
significance as to make it difficult to be sure that 
the relationship is more than chance. There is 
little comfort or support in the well-documented 
knowledge that at least half of the clinical 
onsets of myocardial infarction occur during a 
period of rest or even sleep because in a small 
percentage, contrariwise, the association of in- 
farction with severe exertion seems inescapable. 

Now, for an example of the uncertainty 
arising from lack of specific information. Re- 
cently, industry has noted an unusually high 
frequency of cardiac disease and death among 
workers exposed to fumes of antimony. That a 
causal relation may exist is suggested by the 
epidemiological observations as well as by 
animal experiments in which myocardial damage 
has been produced by experimental exposure to 
antimony compounds. A few years before, the 
“expert” in such matters could have said fairly 
no more than, ‘We are not aware of any associ- 
ation of heart disease and exposure to antimony.”’ 

And again consider an example of how in- 
formation gathered with care may be misleading. 
I would imagine that most of you are aware 
that exposure to dusts of beryllium, used 





—e 


Ss © co seg Ao 8 Ot 


Maryland State Medical Journal 


formerly in the phosphors of the familiar 
fluorescent lamp, produces chronic progressive 
granulomata of the lung, leading eventually to 
death. Early studies of the toxicity of this 
metal, carried out in the accepted manner led to 
the conclusion that the degree of exposure 
ordinarily encountered in industry did not 
constitute an occupational hazard. Nowadays, 
we know that on the contrary the inhalation of 
minute amounts of beryllium as a dust or fume 
may lead to tragic consequences. 

Another example of the constantly changing 
pattern of our knowledge is the very recent 
demonstration that among men exposed to 
certain salts of chromium the incidence of 
carcinoma of the lung is many-fold that of their 
fellows in other activities. Only a few years ago 
the expert toxicologist or industrial physician 
could not have accepted on the available 
evidence this causal relationship which subse- 
quent studies have made inescapable. 

Let us turn now to our second question re- 
garding the degree of handicap induced by the 
trauma and its consequences. The difficulties 
encountered in assessing handicap might be 
illustrated by considering the man with a 
traumatic loss of both legs who by means of 
adequate prosthetic legs carries on an _ inde- 
pendent, productive and active existence. Com- 
pare the man who, following a trifling injury to 
his hand, is utterly incapacitated for work 
because of persistent bizarre pain in his hand and 
arm. By all intuitive and common sense one 
might have predicted on the basis of the trau 1a 
that the degree of handicap would have been 
reversed in the two examples. One may sum- 
marize the reasons for the difference by saying 
simply that these are two different men, that 
personality and motivation are potent modifiers 
of handicap and that despite the contributions 
of many students, we still lack quantitative 
measures of these important factors. Thus the 
coal-miner with silicosis may be studied at 
great length by all the newer technics of assessing 
pulmonary function; yet in the end the determi- 
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nation of what this man is capable of doing may 
result entirely from what he is willing or wants 
to do. 

Experience in any specific test of function leads 
most persons to realize that the test is only 
approximate. For example, the more experienced 
the cardiologist the less weight he places on the 
electrocardiogram as a measure of disease and 
on its second-order derivative, the degree of 
functional handicap. 

Now to consider the third question of what 
role the trauma plays in the handicap or disease. 
This kind of judgment sometimes has assumed 
the cloak of quantitative respectability by 
expressing itself in terms of a percentage dis- 
ability. A case in point is the recurring need for 
assessing disability in terms of its multiple 
causes in elderly bituminous coal miners who are 
discovered to have silicosis, pulmonary em- 
physema, more or less arteriosclerosis of their 
coronary arteries and who have recently lost 
employment because of economic factors beyond 
their control. Of these various factors the role of 
silicosis is paramount because it is today a 
compensable disease. Frankly the problem of 
unravelling this tangle is almost insoluble by 
means of presently available analytical technics. 
The best that can be offered by the physician is 
an intelligent guess. It is likely that this guess 
frequently is not far off the mark but we would 
be somewhat less than candid if we claimed 
much more than that this is the best possible 
guess. 

Earlier it was hinted that the person who is 
traumatized is incredibly complex and that the 
degree of handicap was modified by the per- 
sonality. Even more forcibly I should like to 
underline a modern conviction that the progress 
of the disease process itself is inextricably linked 
with the emotional processes of the person,— 
indeed, they are one. 

How then do we stand? We are forced to arrive 
at some reasonable compromise between what 
the law requires for an immediate answer and 
what medicine can provide. I have chosen to 
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emphasize this evening the fact that the decisions 
required of medicine by the law must all too 
often be based on inadequate data obtained by 
inadequate methods. I would be unfair if at the 
same time I failed to point with real pride to 
the many things which medicine does know and 
to express my firm conviction that the growth of 
biological knowledge applicable to the needs of 
the law is advancing by geometrical progression. 


Mr. Due: We thank you, Dr. Lilienthal. 
Our next speaker is Dr. Eugene Meyer, who 
holds the degrees of A.B. from Yale University 
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and M.D. from Johns Hopkins University. He 
served as Interne and Assistant Resident in 
Medicine at Johns Hopkins Hospital, as Psy- 
chiatrist in an Air Force convalescent hospital, 
as Resident Psychiatrist at Henry Phipps 
Psychiatric Clinic at Johns Hopkins Hospital, 
and is now serving full time on the staff of 
Johns Hopkins Hospital, in charge of a psy- 
chiatric liaison service in the Department of 
Medicine. 

He will discuss “Trauma and Its Relation to 
Disease” from the standpoint of the psychi- 
atrist. 


VIEWPOINT OF THE PSYCHIATRIST 


EUGENE E. MEYER, III, M.D.* 


Mr. Chairman, ladies and gentlemen: 

My dictionary, with apologies to Dr. Lilien- 
thal, has two definitions of the word ‘‘trauma.” 
1.) “a wound or external bodily injury in general; 
also the condition caused by this, traumatism.”’ 
2.)—(Psychoanalysis)—‘“‘a disturbing experience 
which affects the mind or nerves of a person so as 
to induce hysteria or psychic conditions; a 
mental shock.” 

The psychiatrist’s point of view may be 
relevant, I assume, in both circumstances. In 
physical injury his assessment might be called 
for when the injury is accompanied or followed 
by unusual or abnormal psychologic response. 
An emotional trauma or shock due to some 
accident or other sudden event which is followed 
by a relatively enduring pattern of disability in 
psychologic function—this is the traditional 
stamping ground of the psychiatrist. You 
notice already that I do not speak of a traumatic 
neurosis and that I carefully avoid saying an 
emotional trauma or shock produces a psy- 
chologic disability or a state of neurosis. In this 
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difference lies the content of what I wish to 
elaborate further. 

A simple way to put it is that both physical 
and psychologic trauma take their toll of the 
individual’s health and produce some disability, 
however temporary or minor. The psychiatrist 
tries to distinguish, however, between the ex- 
pected or average or normal response to a given 
trauma or acute stress and those responses which 
are not understandable, either in their quality, 
their intensity or their duration, in terms of the 
acute stress or trauma. This introduces, in the 
field of psychiatry, the same spectrum of 
response that Dr. Lilienthal spoke of in the field 
of organic pathology. At one end of the spectrum 
little trauma is followed by a marked neurotic 


disability; at the other end severe trauma is 


followed by little or no neurotic disability. 

I feel certain that the field of trauma as it 
relates to psychiatry is too large to trace out 
even in a long fifteen minutes, so I will simply 
make some general statements that I propose in 
relation to these matters, and will then elaborate 
on what I believe are their most important 
aspects. 
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1. The term traumatic neurosis is a poor term 
and should be discarded. 

2. There is no known correlation between the 
severity of a physical injury or trauma and the 
development thereafter of a neurosis. 

3. There is no qualitative difference in the 
clinical picture of neurotic reactions following 
physical trauma, neurotic reactions following 
emotional trauma and neurotic reactions in 
which no prior trauma is obvious. 

4. Where a physical or emotional trauma is 
followed by an emotional upset that persists and 
then becomes a source of disability in itself, there 
is invariably evidence of tendencies to such 
upset or of frank neurotic reaction prior to the 
trauma. 

5. Events following a physical or emotional 
trauma may be of critical importance in de- 
termining whether a neurosis ensues. 

6. Final and especially favorable settlements 
of claims in litigation can produce definite 
improvement and at times dramatic improve- 
ment in the clinical picture of neurosis following 
trauma. I have no personal experience with such 
events, but it is so universally mentioned that 
I pass it along for what it is worth’. 

7. There is evidence accumulating, both 
statistical and individual, that there is such a 
thing as an accident prone individual. This is a 
complex matter, but it would appear that self- 
destructive and self-defeating tendencies in an 
individual can express themselves by actually 
bringing about seemingly accidental injury. 

The term “traumatic neurosis” in the light of 
present knowledge is a poor term. Historically 
it is derived from the late nineteenth century 
point of view. It was then felt that trauma shook 
up the molecular arrangement of the brain and 
spinal cord in such a way as to produce the 
disorder in behaviour and mental function called 
neurosis. If there is some truth in such a theory, 
it is yet to be verified. Damage, through trauma, 
can occur to the central nervous system and 
produce impairment in neurologic and psycho- 
logic function. These injuries are not at all 
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necessarily followed by neurosis, however, if 
properly diagnosed and treated. Analogous to 
this term “traumatic neurosis” is that of “shell- 
shock” in World War I—a term used to cover 
everything from contused wounds of the head to 
purely neurotic reactions to the stress of com- 
bat, actual or even anticipated. Because of the 
experience in World War I, medical thinking in 
the 1920’s had already passed from the concept 
traumatic neurosis to that of “posttraumatic 
neurosis,’ to use Catton’s term,! or to “‘neurosis 
following accident,’ to use Foster Kennedy’s 
phrase®. Dr. Lewellys F. Barker, in 1927, put it 
succinctly when he said, ‘Everyone has been 
impressed with the fact that the most severe 
nervous and mental results have often been 
ascribed to the injuries that have seemed the 
least severe, whereas violent injuries to the head 
and spine are not infrequently recovered from 
without the development of any clinical picture 
similar to ‘traumatic neurosis.’”7? 

This leads us to the second general statement, 
that there is no known correlation between the 
severity of the physical injury and the develop- 
ment thereafter of a neurosis*. This was abun- 
dantly confirmed in World War II, when we saw 
different people experience the greatest vicis- 
situdes in the way of physical injury, disease 
and the stress of combat, with a wide variation in 
personal responses and in capacity to function 
under these stresses. We saw also neurotic and 
psychotic breakdown severe enough to neces- 
sitate discharge from military service during the 
first weeks of basic training—that is, a maximal 
response to minimal stress. 

The fourth and fifth propostions deal with the 
importance of the person’s life experience prior 
to and following the trauma, as they determine a 
fortunate or unfortunate outcome to any single 
traumatic event. Of course, the severity of 
physical trauma is of importance in the outcome. 
There is the initial stage of acute shock, pain, 
anxiety and confusion. There is always a psy- 
chologic problem in coping with the results of 
injury, especially severe injury. To mention 
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only a few, there are the problems of physical 
immobilization, hospitalization and its expenses, 
the loss of satisfaction in work and the feeling of 
being a productive person. There is the threat to 
security of the family and a fear of never getting 
well or of regaining mastery of one’s environ- 
ment to the extent that it existed before. But I 
think the situation of severe injury is not the 
area of confusion for the physician or the jurist, 
and I might add, for the patient himself. The 
area of difficulty is more in situations of little or 
no demonstrable residual of physical damage, 
with much persistent disability for normal 
living. This is true, I think, whether or not the 
matter of compensation or litigation is involved. 
It is particularly in such patients that one must 
seek the facts of the patient’s or client’s past 
experience and examine his current response to 
trauma, in the light of past reactions to other 
traumas or other stresses. 

I must emphasize here again the limits of 
certainty within which the psychiatrist oper- 
ates. They do not cramp his style so much or so 
often when he is operating as a therapist, but 
they sometimes make him feel like a bit of a 
fool when someone asks him a simple question 
about what has caused what and then seems to 
want a simple answer. To understand, for 
example, a current reaction of despair, depres- 
sion, overt anxiety symptoms, hopelessness and 
chronic resentment following a trauma, the 
physician needs to know how much of the same 
feelings the person has experienced in the past 
and what were the significant experiences and 
the significant people in his life, past and 
present, that might shape up and perpetuate 
such reactions. It is only in this way that the 
personal meaning to the patient of his injury 
and disability can become clear. I suppose, too, 
it is only in this way that one can come to 
understand the occasional all-consuming quest 
for monetary compensation above everything 
else, including health itself. 

One word about events following a trauma. It 
seems universally agreed that the best remedy 
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for the so-called traumatic neurosis is its pre- 
vention. The point at which opportunities for 
prevention occur is immediately following the 
physical injury or the emotional trauma. In 
the military experience with combat reactions 
or acute combat neuroses, the effectiveness of 
treatment was high immediately after the 
occurrence and diminished as the time in- 
creased between onset of symptoms and treat- 
ment. This fact was so important that it resulted 
in psychiatrists being assigred to more and more 
forward units in World War II. I gather from 
reports the same policy has been followed in the 
war in Korea. The social importance of this can 
be realized in the fact that neuropsychiatric 
defects and disabilities have been the greatest 
single loss of manpower in the military service. 
The presence of psychiatrists operating in or 
near front line troops has remarkably increased 
the percentage of men returned to duty, and 
especially to combat duty. 

In the civilian setting prevention seems to 
involve the same principles. Thorough medical 
investigation and rapid institution of an ade- 
quate regime of medical treatment are the 
essential factors. An adequate regime includes 
not only .the diagnosis and treatment of the 
physical damage, but understanding of the 
threat to personal security and to self-esteem 
involved. Once a neurotic syndrome of symp- 
toms is fixed, and particularly when compensa- 
tion or pensions become involved, the physician’s 
therapeutic program meets defeat, or at best 
gets a low priority rating in the patient’s 
current scale of values. It would also seem from 
the medical literature that fair and speedy 
decision in the matter of financial compensation 
could also be thought of as preventive of neuro- 
sis. Here may be an area of both cooperation and 
conflict between physician and lawyer. The 
physician tries to assist the patient in his inner 
threat to security. The lawyer assists him in the 
external sources of his insecurity. But the 
physician cannot definitely predict an end to 
neurotic reactions. The jurist might feel that 
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the case should remain open or settlement de- 
ferred until time has passed and the eventual 
outcome ascertained. As time passes the phy- 
sician’s treatment in these cases meets no success. 
Some physicians have therefore strongly en- 
dorsed the principle of lump sum settlement'. 
At any rate, it might be well for the lawyer and 
jurist to consider that there are cases in which 
delay in settling claims can be more of a liability 
than an asset to the patient’s future. 

The matter of accident proneness was the last 
proposition I made. I believe there is more than 
one route by which self-destructive and self- 
defeating tendencies can bring on a seemingly 
accidental injury. One route, I believe, is via 
fatigue states. Accident rates go up as fatigue 
increases. A person who drives himself constantly 
through neurotic compulsion into fatigue states 
simply spends more time in his life in a physical 
state conducive to accidents. Another route of 
self-injury is illustrated by a patient I came to 
know. He had operated a machine without 
accident for three years and on one morning 
suffered a crushing injury of a finger, resulting 
in amputation. The patient himself noticed that 
he was nervous that morning, because at 2 
P. M. he was to report for his Selective Service 
physical examination. The psychiatrist cannot 
prove any connection between the two events, 
but in people better studied we have come to 
see that accidents can be felt as an avoidance, 
through a minor catastrophe, of a threatened 
major catastrophe. The sad fact, of course, is 
that the major catastrophe may be less of a real 
threat than something felt by the patient as 
real. 

In closing I would like to raise a problem to 
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which I know no answer, but which needs, I 
think, collaboration between our two pro- 
fessions. A single physical or emotional trauma 
can aggravate a previously existing state of 
neurosis. If compensation up to the maximum 
indicated by subsequent disability is to be 
awarded for such aggravation, what results will 
this have on employment practices? The 
Veterans Administration as well as all of us in the 
field of psychiatry are interested in having more 
rather than less employment opportunities open 
to those who have been treated in hospitals for 
mental illness. If an employer is to be held 
liable for aggravation of pre-existing neurotic 
states due to accidents or other stresses on the 
job, will he not be justified in tightening up 
rather than liberalizing his pre-employment 
examination and exclusion practices? This same 
question may also apply to any chronic illness 
which has the possibilities of aggravation as a 
result of physical or emotional trauma. 


Mr. Due: Thank you, Dr. Meyer. 

Our last speaker is the Honorable Emory 
H. Niles, who has his degrees of B.A. from 
Johns Hopkins University and B.C.L. from 
Oxford University, and L.L.B. from the Uni- 
versity of Maryland. Judge Niles has been a 
Lecturer in Medical Jurisprudence at Johns 
Hopkins Medical School from 1948 to date. 
He was in the private practice of law from 1920 
to 1938, and he has served with distinction as a 
Judge of the Supreme Bench of Baltimore City 
since 1938. 

Judge Niles will discuss the subject “Trauma 
and Its Relation to Disease,” from the stand- 
point of the lawyer and jurist. 
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VIEWPOINT OF THE LAWYER AND JURIST 
JupceE EMORY H. NILES* 


Mr. Chairman, ladies and gentlemen. 

There seems to be some competition here on 
the question of who is the last man. I think I 
win. It is I who hear Dr. Lilienthal tell why he 
may die, Dr. Fisher tell why he did die, Dr. 
Meyer speculate on the _ psychological or 
psychiatric implications of death; but I get them 
all last. 

What I have to say will not be erudite, and 
it won’t be news to lawyers. 

Dr. Fisher in his talk dealt with both criminal 
and civil matters; I expect to confine myself 
to civil matters. 

The subject tonight is “Trauma and Its 
Relation to Disease.”’ I am completely incapable 
of discussing that subject. It seems to me that 
the only light that I can throw on it is to outline 
to the doctor some of the difficulties of the 
lawyer, in other words, what the lawyer wants 
to know about trauma and its relation to 
disease and how the lawyer is informed about 
the relation between a particular trauma and a 
particular disease at a particular time. I realize 
that that aim involves perfection. The other 
speakers have mentioned their inability to give 
exact answers, and, of course, we are all familiar 
with that situation. That is one of the troubles 


of the doctors. But it is also one of the troubles - 


of the lawyers. 

One of the most basic difficulties in this 
subject arises from the lack of understanding in 
each profession as to what the other is trying to 
do and how it is going about it. In contemplating 
the medical profession and the legal profession 
for some years I have observed not only that 
each has its vices and each has its virtues, but 
that every one of the vices of one profession is 
reflected in the vices of the other, and so also is 
every one of the virtues. There are vested in- 
terests in each profession. The doctors have their 
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quacks; we have our shysters. The doctors have 
their handshakers; and so have we. Doctors have 
their ignorant men making piles of money, and 
so have we. The doctors have their learned men 
barely making a living, and so have we. There 
are some disagreeable lawyers; I will leave it to 
you to finish that sentence. 

Now, in what kind of setting or framework 
do these medical questions come up to us 
lawyers? I remember that towards the end of 
the war I was trying a case in which the operator 
of a gasoline tank wagon had gone to a whole- 
sale filling plant, where there were valves over- 
head operated by ropes that hung down. The 
operator had to climb up onto the tank wagon, 
reach up to get the rope, put the pipe into the 
inlet on the tank, and pull on the rope in order 
to open the valve. This driver pulled; the rope 
broke; and he fell and was injured. 

The problems for the lawyers were not merely 
medical. The defense in the case was, first, that 
the man was careless; second, that the reason 
the oil company had provided a rope instead of a 
chain, which they used to have, was that during 
the war chains were unobtainable, since metal 
was on priority, and they had to use ropes; and 
third that although the driver might have been 
hurt, he had gotten well, that the x-rays were 
entirely negative, and there was really nothing 
wrong with him if only he wanted to be well. 

I cite those facts simply to indicate the 
particularity and individuality of each case that 
comes before us. The medical problem is only 
one problem that is involved; but, of course, it 
is a vital problem. If the man had not been 
injured, there would not have been any case; 
but the nature and the extent of the injury is 
vital. What statistics might show about other 
cases is not vital, and it does not make any 
difference. It does not make any difference to 
the doctor whose fault it was. The matter of 
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fault makes an immense difference to the lawyer 
and to the litigant, since it will control the out- 
come of the case, whether it is a ten dollar case or 
a ten thousand dollar case. All these consider- 
ations must be applied in specific cases. The 
medical questions which we must decide are 
mixed up with legal problems, which are just as 
complicated as the medical problems. 

Where do the doctors come in? The doctors 
come in usually as expert witnesses. And what is 
the Court trying to do? If some of the less 
sympathetic members of the medical profession 
should express their views, I think they would be 
that the lawyers are trying to confuse the 
doctors, and the judges are helping them out. 
That might be what happens in practice; but 
in theory, of course, there is no doubt about 
what the Court is trying to do. It is trying to 
ascertain the truth; and it is trying to get at the 
truth in exactly the same way that the medical 
men try to get at the truth in the laboratory. 
Perhaps that is an overstatement, since the 
method is not exactly the same, but the processes 
of reasoning used are the same, i.e. they reason 
from known data to unknown conclusions. The 
man in the laboratory assembles data, makes 
observations, and then reaches a conclusion 
which he did not know before. We in the court 
room are also in a laboratory; we have different 
instruments and different techniques, but we do 
exactly the same thing. We too want the answers 
to the questions that Dr. Fisher and Dr. Lilien- 
thal outlined and want these answers in specific 
cases. We want to know the cause, the extent, 
the probable future of the medical condition, 
and the reasons for medical opinions. Where the 
tasks of the doctor and the lawyer differ is in the 
controlling conditions of the inquiry, and I think 
that a great deal of the misunderstanding be- 
tween the two professions arises from failure to 
realize this difference. To the lawyer, the doctor’s 
job looks pretty easy from the external point of 
view. We know how complicated and difficult 
the human body is. But what do you doctors 
have to do? You take the patient in to the 
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hospital and put him to bed, and if you don’t 
know what is the matter with him, just wait and 
maybe something will happen. Give him a pill; 
and if the pills don’t work, get the surgeons to 
cut him open and let them see if they can find 
anything wrong. Take the patient and treat him 
as long as he is in the hospital, and then send 
him home cured, or if not cured, then send him 
to Dr. Fisher. Dr. Fisher will tell you, if he can, 
why the man died. 

What are the external conditions in court? 
You may like or dislike them but they exist, and 
we are not talking now about reforms; we are 
talking about what we do and what we have to 
do. In the first place, we have the adversary 
system of litigation, where the plaintiff wants 
something that the defendant does not want to 
give him. There are two parties with opposing 
claims and opposing theories present in court, 
each one trying to convince the court, and by 
the court, of course, I mean the court and the 
jury, that he is right and the other side is wrong. 

You don’t have that formal outward battle in 
the medical world. You sometimes do in schools 
when you are medical students, and in arguments 
among yourselves as doctors, one advancing one 
theory, and another advancing another theory. 
But it is not part of the necessary organization 
of the inquiry. Another thing is, and this was 
suggested by Dr. Meyer, that we have only a 
limited time for decision. Furthermore, we have 
only a limited place for decision. But a more 
important point is that we are under the 
necessity of making a decision. Nobody can 
come into court asking for an answer to his 
claim and have the judge and jury say, “We 
are too busy to answer you”’ or, ““‘We don’t know 
what the answer is. Go on home.” The court 
must decide, whether right or wrong, even 
though we know that we make many mistakes. 
The doctors do not have to decide. 

A second basic difference between the profes- 
sions is that we have a system of remedies which 
is quite different in theory from the medical 
system. The medical remedy is the direct 
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remedy; if the man is sick, you cure him. But in 
court we must apply a substitutionary remedy. 
We cannot cure the plaintiff and the best we can 
do in most cases is to give money damages. 
There are some direct remedies, but the standard 
remedy in the law consists of money damages, 
an entirely indirect and substitutionary remedy. 

Another one of our controlling conditions is 
that we must be bound by historic evidence, i.e., 
second-hand reports, not our own observations. 
When the doctor looks at the patient, he is 
looking right at the patient; and he accepts the 
evidence of his own senses, which he thereupon 
evaluates, and immediately acts upon it. We 
have to deal through a much more distant 
mechanism, whereby all of the evidence on 
which we act comes through a chain of obser- 
vations, sometimes of one person, and sometimes 
of more. 

We have, also, of course, the formal rules of 
law and procedure by which every one is bound. 
Those rules have many virtues; some have their 
vices; and many are complicated. Why are they 
complicated? Not because we are trying to make 
money by staying in court a long time, but 
because we live in a complicated society. I might 
just as well ask you to make medicine simple as 
you might ask me to make law simple. 

There are some of these things, however, that 
can be improved. One point that often puzzles 


the doctors is the question why in the world the . 


jury should decide technical medical questions. 
You have a medical question, and you put it 
up to the shoemaker, the candlestickmaker and 
the housekeeper; and they are supposed to 
decide the medical question. Well, why is that? 
Fundamentally, I think the reason is the basic 
political doctrine of the equality of man. Is your 
vote as good as mine? It is. Does the ignorant 
man who cannot read have the right to vote? 
Of course he has. And underlying all the ab- 
surdities of detail which that doctrine necessarily 
involves, fundamentally we believe it. But 
whether we helieve it or not, we have the 
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doctrine that the lay citizenry is the final arbiter 
of social questions. 

There is a pretty good defense for this system. 
One good reason for it is that the doctors them- 
selves do not agree. It often happens that Dr. 
A says that the plaintiff is permanently dis- 
abled, while Dr. B will say he is clearly a malin- 
gerer. Of course, that is not the usual case. The 
usual case is that Dr. A says he is 60 percent 
disabled, and Dr. B says he is 20 percent dis- 
abled. Who is going to say which doctor is 
right? The answer is that the public, represented 
by the lay jury, shall decide. 

Another difficulty that the doctors have, has 
to do with. cross-examination. I think there is 
more irritation caused by cross-examination 
by these bad-mannered lawyers whom I men- 
tioned than by almost anything else. I do not 
believe it is understood generally what cross- 
examination is for. Cross-examination is not 
designed to annoy doctors. It is not designed to 
insult witnesses. It is designed to test the quality 
of the testimony being given. And it is a very 
effective means of doing so. 

I am the last to defend bad manners under 
any circumstances, particularly in court. And I 
think that doctors should realize that cross- 
examination, if it does not impugn their veracity 
or their honesty, is really an opportunity for the 
doctors to back up and support their opinions. 
If they realized that, they would understand it 
and welcome it. If you have a shaky opinion, of 
course you do not want to be cross-examined, but 
if you really know what you are talking about, 
and can explain your opinion, then when you 
get through on cross-examination you and your 
opinion will be stronger than when you started. 

On the mere surface level, there is a great deal 
of valid complaint by doctors about being 
brought down to court, sitting around and 
waiting, and told to go home; about doctors’ 
having lawyers call them up to say, ‘Why 
aren’t you down here” and by lawyers’ setting 
cases for trial without consulting the doctors as 
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to when they can be present to testify. All that 
complaint is thoroughly justified. 

I think, however, that the situation is greatly 
improved over what it used to be. I tried a case 
only today in which there were two first-class 
doctors testifying. One of them had not been 
there at eleven-thirty when we had a short 
recess, but he was there at eleven thirty-seven. 
He went on the stand at about eleven thirty- 
seven and came out about eleven fifty-five. 
The other doctor came in in the meanwhile; he 
was put on at twelve-fifteen and left the court 
at about twelve-forty. Common sense and 
decency and courtesy, and the cooperation of 
every one involved, will cure complaints on 
this score. 

Finally, if we must accept the adversary 
system, we do not have to accept it blindly, as 
being a trial of justice by exaggeration. What the 
Court wants is the truth, and what the jury 
wants is the truth. It seems to me that the great- 
est defect in our whole adversary system in Amer- 
ica is the existence of the highly-paid expert who 
is not trusted by either side. Perhaps I should 
not put it in this way, but the expert for one side 
is sometimes regarded as a liar by the opposite 
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side, and is often distrusted by both the judge 
and the jury. 

Many doctors refuse to testify, because they 
know that they are going to be paid by one side, 
and that for that reason they will be suspected 
of bias, if not dishonesty. They think that there 
is a great deal of justification in holding similar 
views about the doctor for the opposing side. 

I should like to see the rights of litigants 
preserved, to have just as many doctors as they 
please, just as many experts as they please; but 
I think that the court should have the right to 
appoint experts who are not hired to exaggerate 
for either side. How that can be done may not 
be too difficult. Whether it can be done under 
the present law is open to some question, but I 
do not think it is open to very much. I think 
such appointments would be entirely practicable. 
It seems to me that an immense amount of 
difficulty for lawyers, for clients, for doctors, 
would be removed if such a system could be es- 
tablished. And I hope that before long it will be. 

I am sorry that my remarks have been so 
discursive. I will say, however, as the last man, 
you have heard the last from me unless some- 
body asks a question. 


QUESTION AND ANSWER PERIOD 


Mr. Due: I have here a number of questions 
which the experts are propounding to each other. 
But before we do that, I am going to ask several 
of the men in the audience—and I will start 
with Mr. O’Dunne, and Mr. Burke and Mr. 
Green, if you will go around and collect any 
questions that anybody has written, and present 
them to Mr. Stanley. 

Q. Now, the first questions that I have here 
have been propounded by Dr. Fisher. And he 
has asked Dr. Lilienthal this question: Is there 
any substantial evidence to support the belief 
that a single or repeated trauma can cause can- 
cer? 


Dr. LILIENTHAL: No single trauma was ever 
responsible for the development of cancer. But 
I think that you can probably gather expert 
opinion—and the opinion you are going to hear 
from me is not expert—you can probably gather 
expert opinion to support either side. Neverthe- 
less, if I may claim some expertness in selecting 
opinions from the so-called experts, I would like 
to answer that question: No; that it is possible, 
but the weight of the evidence is that a single 
trauma will certainly not. There are a few ex- 
amples of repeated trauma, particularly in skin 
areas, associated with cancer. For example, the 
association of the development of cancer of the 
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lip in pipe smokers, said to occur in a higher 
frequency than one might ordinarily expect with 
cancer of the lip. 

Unfortunately, in biological observation quite 
an ordinary and casual relationship, which this 
may be, may be misleading. I think the answer 
to it at this stage of our knowledge is generally 
no. 

Q. Mr. Due: Could I ask the doctor about 
that? Could it aggravate cancer? 

Dr. LILIENTHAL: Mr. Due, you are getting 
me on the hook by accepting that part of my 
answer, which said “Yes, I think it could.” 

Mr. Due: Now, Dr. Fisher has a second ques- 
tion, propounded to Judge Niles. 

Q. Dr. Fisher would like to know, Judge Niles, 
are there any judicial rules or Maryland prece- 
dents which enable the Court to discharge a 
defendant from responsibility in a death in which 
a therapeutic misadventure leads to fatal out- 
come of an otherwise probably non-fatal wound? 

Jupce Nies: Mr. Due, I might say that Dr. 
Fisher has made a “plant” there, because I tried 
that particular case, and he was the chief wit- 
ness in it. It was a case that happened, I think 
about three years ago. 

A boy down on Pratt Street got into an alter- 
cation with another boy and stabbed him. The 
stab was nothing but a minor abdominal wound. 
The boy was taken to the Johns Hopkins Hos- 
pital. He was sewed up. And everything was 
going along fine, except they thought he needed 
a transfusion. The transfusion did not seem to 
work. He got worse. They gave him another 
transfusion. The first transfusion I think was 
finished about three o’clock, and the next morn- 
ing, about seven o’clock, they gave him another, 
and he still got worse. They first had typed his 
blood. And they started to look around and see 
if they could find anything that was wrong. And 
they found that the blood type was right, but 
the bottles got mixed up, and he was given the 
wrong blood. And the result of the accident was 
explained by Dr. Fisher in court. His kidneys 


clogged up. And the boy died. And the stabber 
was immediately indicted for murder. 

Now, it was one of those borderline things. It 
was a question of what was the immediate cause 
of death. The stab was fatal, through a thera- 
peutic misadventure. 

It seems to me to be perfectly clear that this 
was a therapeutic misadventure, although I don’t 
believe that term was used in court. I think that 
the term that was used was what was the proxi- 
mate cause of death—was it the stabbing or was 
it the wrong blood? But more exactly, did an 
independent, intervening cause come in? I found 
that it did, and so I acquitted the boy of man- 
slaughter, and found him guilty of assault with 
a deadly weapon. 

Mr. Due: Now, I have some from Dr. Lilien- 
thal to Dr. Fisher. This is more than a double- 
barreled question. It has five parts, apparently. 
It is this, Dr. Fisher. 

Q. How reliable is the pathologist’s evidence 
regarding cause of death in carbon monoxide 
asphyxia—let us take the first one, or do you 
want me to read them all? Do you have copies? 

Dr. FisHER: I have copies, and I can simply 
take them all and answer them. 

Q. Mr. Due: The second is exposure to heat, 
and the rest of them are drowning, sudden death, 
exposure to insecticides. 

Dr. FIsHER: Well, we are confronted with 
people who, in the case of carbon monoxide 
asphyxia and exposure to insecticides, have been 
poisoned. The pathologist’s findings are, of 
course, as good as his chemical ability. In the 
case of carbon monoxide and most of the insec- 
ticides our science has advanced fairly far. In 
fact we are able to identify most of the particular 
chemicals which are capable of causing poison- 
ing. In the case of carbon monoxide and insecti- 
cides we should be able by analysis to find the 
chemical and show that it was present in amount 
sufficient to cause the death. The occasional 
failure to reach this aim, of course, is where a 
patient survives long enough so that he throws 
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off most of the poisonous element, but dies as a 
result of tissue damage he sustained before he 
threw off the poisonous substance. In that case 
we have to depend a little bit on the clinician, 
and how accurately he is able to evaluate the 
condition, and in addition to that, of course, 
also, the pathologist naturally would want to do 
a chemical analysis of the patient’s blood while 
he was alive. In those two ways I feel we ought 
to come up with the diagnosis of poisoning nearly 
every time. 

In the case of the other question here, exposure 
to heat and drowning, we are dealing with some- 
thing that is more difficult to determine reliably. 
For example, in drowning we have chemical tests 
which will tell if a person shipped very much 
water. That is, if they take the water in, it goes 
into the blood and dilutes it, and we can deter- 
mine that. The only catch is that nearly one 
third of the people who drown do not take in 
such a great amount of water because the con- 
duit to the lungs becomes closed off (laryngeal 
spasm) and does not let in any water but they 
suffocate because they are under the water. Of 
course, in that case our chemical tests are not 
helpful, and we are restricted to inferential in- 
formation. The patient was alive when he went 
into the water and we have no cause of death 
other than the fact that he was in the water. 
We would in that case become far less certain 
that he is dead because of drowning. So in two 
thirds of them we will have the particular evi- 
dence necessary to prove drowning while in the 
other third the decision that drowning occurred 
is primarily inferential. Much the same is true in 
exposure to heat, because certain patients have 
pathological findings that are clear-cut, and we 
can say, yes, these are findings that characterize 
heat stroke, or these are chemical changes in the 
blood that characterize heat exhaustion. In the 
other percentage of patients in whom the sur- 
vival period, or the period between the onset of 
overheating and death is longer, the changes 
may not be clear-cut, and we are reduced com- 
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pletely to inferential information, to a clinical 
diagnosis, and to a positive lack of other causes 
of death. 

Finally, in the one entitled sudden death, we 
are practically caught at sea. For example, the 
commonest cause of sudden death is heart dis- 
ease. About two thirds of all of the non-violence 
deaths that come to the Medical Examiner’s 
attention are deaths due to heart disease. And 
the catch is that of that group about a third 
will have something which the doctor at the 
autopsy or by microscopic examination, can say 
was no longer compatible with life and was 
surely the cause of death. It can be a ruptured 
heart, or a large area of heart muscle that has 
become completely dead, and caused the heart 
to stop. In the other two thirds of them the fatal 
changes are minutiae, that is there are abnor- 
malities but the patient has survived with them 
and has had them for the last six months, or 
the last six days, or maybe for the last six years. 
Now if he could have survived for the last week 
with these anatomical abnormalities we are hard 
put to demonstrate just why the heart stopped 
at this particular minute. The answer is that the 
death is due to some physiological breakdown 
that we cannot show at the autopsy table. In 
other words it is a case of sudden strain which 
overloaded and stalled the already badly dam- 
aged pump. Our past experience with many 
similar cases where the same changes were ac- 
companied by sudden death and we could find 
no other cause of death after complete study, 
leads us to the inference that the pathological 
findings, although compatible with life, are at 
the same time the cause of the death. Thus, in 
this large group of sudden deaths our diagnosis 
is inferential and we have no really accurate 
scientific way of saying that this is the imme- 
diate cause of death. 

Q. Mr. Due: Dr. Lilienthal has asked this 
question of Judge Niles. It is; Most physicians 
dislike intensely being called as expert witnesses. 
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What changes would you suggest to improve 
this situation? : 

Jupce Nies: Well, I think I have dealt 
largely with that already. It seems to me that 
the thing to do is to take the trouble not to be- 
come more annoying than necessary in dislocat- 
ing the doctor’s engagements. The fundamental 
change is to have a witness who is neutral, who 
is not going to exaggerate for one side or the 
other, and who, as the Court’s own adviser, 
would tell exactly what he thinks is the truth 
of the matter. 

Q. Now, I should like to counter that question 
with one to Dr. Lilienthal, and it is this: Would 
you object to cross-examination on your opinion, 
and in the second place, are you one of those 
who do not want to go into court? 

Dr. LirenTHAL: I think the trouble with 
answering Judge Niles’ question is that it is a 
little bit double edged. I do not object to going 
into court. I would like to amplify that. Now, 
have you finished your question? 

Q. Jupce Nites: I have not, really. It is this: 
would you object to cross-examination on your 
opinion if the cross-examination were confined to 
its accuracy and probability, and you were pro- 
tected against any suggestion of either incom- 
petence or dishonesty? 

And I think that question may be put to Dr. 
Meyer, too. 

Dr. LILIENTHAL: I think unquestionably the 
answer is no. I don’t know why I say no, but I 
would like to tell you of an experience I had 
some years ago, when I was called one afternoon 
by the City Solicitor’s Office, who told me of an 
accident in which an elderly man and his some- 
what younger wife were discovered in a small 
apartment, with all the stopcocks on the gas jets 
open, and they were both dead. It transpired 
that the man left an appreciable estate, and the 
point in issue was whether this estate would go 
to his wife’s beneficiaries or legatees, if he had 
pre-deceased her, but if she pre-deceased him, 
the money I understood would go to the School 
Board. They told me the story, and then asked 
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me if I would be willing to make any judgment. 
I said that I did not believe it was possible to 
say which of the two had died first. And then 
he broke it to me by saying, “Would you come 
down to court tomorrow and make a statement?” 
And so, having said it, I was caught, and I said 
yes, I would. 

And I have never gone through a more de- 
lightful experience. The judge was most cour- 
teous. After I had gone through a somewhat 
embarrassing performance of establishing myself 
as an expert he asked me if I would tell the 
Court why I felt this way. The reason that it 
had come up was that another so-called expert 
like myself had made rather neat conjectures 
concluding that the man had died first; as clearly 
as I was able to, I told him why I thought it 
was impossible to say. At the close of this testi- 
mony, the judge leaned over to me, and in the 
most gracious way thanked me very kindly for 
having given this helpful testimony in a very 
clear way that was most convincing, and that 
if all testimony were like that, they would have 
no difficulty at all. I went home, and told my 
wife that there is nothing to this court business, 
that these are intelligent people, and all you 
have to do is say just what you think. And she 
accepted it quietly. But the next morning, while 
we were having breakfast, I noticed she was 
laughing while reading the newspaper which she 
turned over to me. What I read was that an 
expert from Johns Hopkins stated that it was 
impossible to tell which person had died first 
and that Judge So-and-so had awarded the estate 
to the wife’s family. 

And in that long-winded way, Judge Niles, | 
would like to answer the question you have 
asked. The answer is no, because the qualifica- 
tions with which you have surrounded that state- 
ment would make the experience just as pleasant 
as the one I just described. 

JupcE Nixes: Would you call that an unquali- 
fied answer? 

Q. Mr. Due: Judge Niles, do you want to 




















ask that same question of Dr. Meyer, did you 
say? 

Jupce Nes: Yes, I would like to know what 
he has to say. 

Dr. Meyer: The question is, would I object 
to cross-examination under the conditions set 
out in the question. This raises the issue, I 
think, what I like to do with my professional 
time as a psychiatrist. It is a matter of personal 
preference and interest. My interest is in therapy 
or treatment of illness. To me there is a marked 
difference between an interview with a patient 
as an assistant or friend of the court and a thera- 
peutic interview. Where a court decision is in 
the offing the patient feels, even in a psychiatric 
interview, that he is on trial. There is less therapy 
than disposition in what brings the patient and 
psychiatrist together, and they both know it. I 
think I would find it rather frustrating work 
from the point of view of my personal psychi- 
atric interests. However, if a panel of psychia- 
trists was established and one could count on 
only an occasional task of this sort, I would be 
willing to do it. I think this willingness would 
be based more on a sense of citizenship than 
anything else. 

Q. Mr. Due: I imagine the question is aca- 
demic as far as Dr. Fisher is concerned, because 
his duties require him to go to court. But if you 
care to say anything about it, doctor, I am sure 
we would like to hear from you. 

Dr. FisHER: Well, with regard to the last 
question, whether or not I would be glad to 
testify, particularly as a neutral expert, obvi- 
ously I would. It is the duty of the Medical 
Examiner to record the facts and let the chips 
fall where they may. It is true that occasionally 
a case gets far enough along that it is being 
heard in the superior court, and the Medical 
Examiner’s testimony puts the kibosh on the 
“state’s case.”’ If we have information helpful to 
the defendant we do not hesitate to offer it; to 
that extent we are neutral experts. 

But what I would like to comment on is the 
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first part of this question—what changes might 
meet the situation. 

Judge Niles has stated two very succinctly. 
And there is a third that I think we as physicians 
need to comprehend. That is the different objec- 
tives of medicine and the law. As a physician 
dealing with a patient we are interested purely 
and only in determining truth—the correct diag- 
nosis—and if wrong the first time we can change 
our diagnosis and treatment until the truth is 
found. The courts on the contrary must make 
their final diagnosis and prescribe their treat- 
ment in one examination of the patient. They 
need, therefore, to hear all evidence in support 
of each possible diagnosis before they make their 
decision. There are many of my students coming 
into their later years at the Medical School who 
have the feeling that a court is a place, the 
hallowed halls of justice, where justice must be 
done in some ethereal way. What they have not 
learned is that the court is a place to settle argu- 
ments, that it is the civilized way of settling 
things that used to be settled by clubs in the 
back yard. And, of course, clubs in the back 
yard end up in a court of law. The point that I 
want to make is that the court is a place where 
an argument between the State and an individ- 
ual, or between two individuals, shall be settled 
according to certain rules. These rules allow each 
side to put forth his best arguments. If the doctor 
thinks of it in these terms, then he realizes that 
even though he be to some extent partisan, he is 
there to present one side of an argument which 
the attorney who procured him has a duty to 
present. 

Now, that is not an excuse for the doctor to 
extend or exaggerate the facts. But if the doctors 
remember that they are in court because there is 
a legal argument between two groups and that it 
is their duty as citizens to give the Court the 
benefit of their knowledge in order to support 
such legal argument, then I think the doctor, 
once he is sure he won’t be abused in court, will 
better understand why there is cross-examina- 
tion, and he will be more willing to come to 
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court. An understanding of this difference in the 
viewpoint of the doctor and the lawyer is funda- 
mental and I think a better realization of it will 
be very beneficial in relieving the situation that 
we now face, the difficulty in getting experts to 
come to court. 

Q. Mr. Due: I have two more questions from 
Dr. Meyer, addressed to Judge Niles. And the 
first one is: Rapid and final settlement of litiga- 
tion seems to be beneficial to people suffering 
neurotic reactions following trauma. Would you 
comment on the legal implications of this observa- 
tion? 

Juvce Nites: I have thought of that ques- 
tion, and I am not sure that I can answer it 
satisfactorily. It would seem to me that what 
Dr. Meyer is asking is this, assuming that there 
is the phenomenon—and I believe it to be true— 
that when a case is settled the patient gets well, 
or gets better rapidly: is that something that the 
law should disregard or should take into account? 
You all know pain and suffering is one of the 
elements for which the law provides the substi- 
tutionary remedy of money. In other words, if 
a man’s leg is broken and it hurts, the law can- 
not unbreak the leg, but the law can give dam- 
ages for the pain, the law can give damages for 
the pain that he has suffered up to the time of 
trial, and for that which will probably be suf- 
fered after the trial. 

Now, it seems to me that if there is true 
mental pain, characterized heretofore under the 
term that Dr. Meyer does not like, fracture 
neurosis, if that really causes suffering, then that 
should be compensated for in the same way as 
physical pain occasioned by the broken leg. And 
if it is going to get well when the patient wins his 
case, then it seems to me that should fall into 
exactly the same category as the lack of pain 
which follows a medical cure. 

I hope I have given some answer to that 
question. 

Q. Mr. Due: Now, the second question to 
you, Judge Niles, from Dr. Meyer is this: Recent 
studies have tended to show that certain people 
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are “accident prone.” In some cases there is a 
positive, though unconscious, wish for self-injury 
due to neurotic conflict antedating the accident. 
How would the law view a psychiatrist’s report 
that an accident might have occurred for such a 
reason? 

JupcE Nites: Well, I think the theory of the 
law is quite clear that liability to pay damages 
is conditioned upon the fault of the defendant. 
If the fault is really a pre-existing cause resulting 
in self-injury, then the law would say no dam- 
ages. 

There is perhaps a borderline there that I have 
not really thought through, and that is this: If a 
man has abnormally brittle bones, then that is 
not blamed on the patient, but it is blamed on 
the man who broke them. Now, if the man has 
an abnormal tendency towards self-injury or self- 
injury results from this abnormality, which can 
be proved, then it might be argued that the in- 
jury was self-inflicted. 

There you are getting into the realms where 
we lawyers are apt to get into trouble. How are 
we going to prove tendency to self-injury? How 
are we going to prove that the accident caused 
the injury itself? If we can get a definite answer 
that this accident was caused by a pre-existing 
disease and not by the injury, we are clear. And 
if it is a mixed-up question, then we are as mixed 
up as the doctors. 

Mr. DvuE: Well, now, those are all of the 
questions which the experts have propounded 
to each other. Mr. Stanley has separated these 
other questions into the respective persons, and 
I am going to ask him to deliver each of these 
to the respective experts and let them read them 
and answer them, because sometimes you take 
those things better through the eye than the ear. 
And we will start out with Judge Niles and go 
on across. 

Q. JupcE Nites: This question is addressed 
to me, and it is as follows—Wouldn’t the Court- 
appointed “medical expert” remove, almost in 
its entirety, from the jury the question of which 
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expert is right, that is, in cases where there is an 
honest difference on medical opinion? 

The answer would seem to me to be that the 
Court-appointed expert would have the advan- 
tage over the partisan experts. That is exactly 
what it is intended to do. I do not believe it 
would remove the question from the jury. 

I think, further, that if the partisan experts, 
or the parties’ experts, which is a pleasanter 
name, knew that the Court had appointed an 
expert, in many cases I think that all three of 
them would get together and come in with a 
unanimous report. 

But I do not wish to conceal the fact that I 
think the appointment of a Court expert would 
make the Court expert more and more important 
than the parties experts. And that is just why it 
would be a good thing. 

Mr. Due: Dr. Lilienthal, do you want to take 
one? 

Q. Dr. LILIENTHAL: Yes, Mr. Due. The ques- 
tion is, ‘Assuming that a medical witness testi- 
fies that a given pathological condition might 
possibly have resulted from a given trauma, what 
approach can the lawyer take to show the rela- 
tive improbability of the result?” 

I have a feeling this is giving away secrets. 

The only approach I can give you is the one 
that doctors usually assume under circumstances 
such as Judge Niles pointed out, and that is when 
they argue among themselves. It is very easy for 
the first-year intern to make a decision, because 
he has seen a case. As years pass, however, the 
decision becomes a little more difficult. This is 
probably an area where, if you are willing to 
accept statistical probabilities, and they have 
been qualified so that the limits of confidence 
are well known—this is an area where the physi- 
cian, who is operating statistically and without 
conclusive evidence, may at the time he assesses 
the evidence say that the chances are ten-to-one 
that this is the case, and if that ten-to-one looks 
like a reasonable operating chance, he will pro- 
ceed on that basis. 

So that the answer to this is there is no an- 
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swer, and | think all that the lawyer can do is 
to attempt to define and to get the doctor to 
define what he believes the statistical chance is. 
From there on I have no doubt that he can use 
whatever statistical rate comes out in the way 
that suits him best. 

Mr. Due: Dr. Fisher, will you take one? 

Q. Dr. FisHER: Yes. I have one here that is 
actually two. It reads: It seems that Dr. Fisher 
bases his medical findings to fit legal results. 
And then there is a question mark. Is that a fair 
conclusion? Is he a doctor, lawyer, or judge, or 
all three? Is he truly neutral? 

Now, obviously, there are several questions 
here which certainly are stimulating. As a matter 
of fact, | would say it is not a fair conclusion 
that the medical findings are based to fit legal 
results. I believe it is a medical problem as to 
which of the three categories that I used for 
purposes here tonight a given 
situation lies in. In other words, I believe it 
is a medical problem as to whether an injury 
contributed significantly to a death due to pre- 
existing disease. Certainly there is the legal prob- 
lem involved, too, but if the doctor, the pathol- 
ogist, does not attempt to answer the question, 
he is of no value to the court in reaching a 
decision. In the same way, the doctor who is 
evaluating a pulmonary embolism, a clot follow- 
ing an injury, must for the purpose of having 
an opinion that is useful, decide whether it is a 
natural consequence of the injury or an unrelated 
disease. This is a medical matter and I do not 
believe that is being a judge. I think it is a matter 
of trying to evaluate, trying to analyze the 
medical situation in terms that will be useful 
and will be explained so as to make applicable 
the legal principles that govern the case. 

The third one is the therapeutic misadventure. 
I am not attempting to deny that the patholo- 
gist, who is charged with the duty of being a 
Medical Examiner, is a little bit in the middle 
sometimes. But evidently since I am required by 
law, as a Medical Examiner, to submit all cases 
which in my opinion require any further inves- 
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tigation or action to the State’s Attorney and 
there are a certain number of therapeutic mis- 
adventures which come to my desk, I must de- 
cide then which of these I will send on to the 
State’s Attorney. As an example, there are cases 
in which unexpected complications occur and 
lead to, let us say an anesthetic death, and in 
which, to even a critical individual, it is fairly 
obvious that this is an accidental or an allergic 
response to anesthesia and no one contends that 
there is negligence involved. In such a case I 
might well not submit it to the State’s Attorney. 
I exercise my judgment in such cases and that is 
the extent of what I am doing. 

If that is what you refer to as being lawyer or 
judge, I can only reply that I am charged with 
this duty by law, in regard to the Medical Ex- 
aminer cases and I assure you I lean most heavily 
upon those who are with me in the investigative 
end of the work and consult with the State’s 
Attorney and the police investigators in case of 
any doubt. 

Finally, I will answer that question, is he 
truly neutral? I think you are being neutral if 
you determine the facts, even though you deter- 
mine them and state them in a way which is 
intelligible I hope, to the attorney or the court 
who must be concerned with it. 

I think one can be just as neutral in stating 
them in those terms as one might be in stating 
them in complicated medical opinions, using 
words that cannot be found in an English dic- 
tionary. I am sure we must interpret the facts 
in terms that the attorney and the court and the 
jury can understand if they are to be helped by 
our work. 

Mr. Due: Dr. Meyer, do you want to take a 
question? 

Q. Dr. Meyer: The question is: ‘‘Is it possible 
to assess with any real accuracy the causal con- 
nection between trauma and subsequent neuro- 
sis?”’ 

I answer again, yes and no. No, if you are 


asked to do it at a particular time and predict 
what will happen, and you are limited to that. 
And yes, in certain cases, if you are doing therapy 
with the patient and have a chance to intervene 
in the situation of the neurosis as a therapist, 
and then have a chance to see what this inter- 
vention has produced in the neurotic situation, 
and what it will bring about. By and large, this 
is a hindsight establishment of a causal connec- 
tion. 

Mr. Due: Judge Niles, will you take as many 
of the remaining questions that you may care to 
answer at this time? 

Q. Jupce Nites: I think I can answer these 
rather briefly. The first one is very easy. It is, 
Will the talks be published for future reference? 
And the answer is, Yes, they will appear in the 
Medical Journal. 

Q. Now, the next question has to do with that 
expert matter, which has a companion question. 
The question is, With all the admitted room for 
honest differences of medical opinion, why would 
the disinterested medical expert be considered 
the “last word” on a contested issue? 

I do not think he would be considered the last 
word any more than disinterested witnesses are 
now considered the last word in fact matters, the 
ordinary fact matters. 

For example, the policeman who visits the 
scene of the accident and gives evidence as to 
the positions of automobiles, debris, skid marks, 
and so on, is usually accepted as a very powerful 
and competent witness, but in the end, too, all 
of the witnesses are subjected to test, as was 
pointed out by Dr. Fisher. 

I think the great virtue of the neutral witness 
would be that his opinion would be freed from 
the charge of bias, to which it is certainly now 
subject. And I think that the parties who win 
cases are those who present their cases with the 
most sincerity. And as to experts, the best ex- 
perts are those who talk simply and give clear 
and understandable reasons. And I think the 
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same thing would be true under a system 
whereby the court would appoint the expert, 
but that expert would not be subject to the 
question of having shaded his opinion to the 
interest of either himself or the man who paid 
him. 

Q. Now, the next question is rather a difficult 
one to answer. It is this: To what extent can 
the attorney aid the physician in studying the 
patient, and vice versa, to what extent can the 
physician aid the attorney in his investigation of 
a claim or of a defense? 

I cannot give a practical answer to the ques- 
tion, because of the infinity of variations on the 
facts. It would seem to me that there must be a 
real collaboration between the physician and the 
lawyer. The lawyer should explain to the physi- 
cian exactly what it is that he wants to know, 
what he wants to prove, and to work with the phy- 
sician to help him to bring out that point. And 
the ordinary virtues that are involved in fairness, 
in confidence, in a willingness to work, are the 
ones that will solve all those problems. 

Mr. Due: Thank you, Judge Niles. 

Q. Dr. Meyer, can you summarize yours? 

Dr. Meyer: Yes. There are three questions 
here, and I will be brief in answering them. 

Q. The first one is, ‘‘What personality changes 
should be expected, if any, following a cardiac 
condition, and if so, why?” 

The question is too broad to answer, and it 
would depend on what kind of cardiac condition 
it was, the severity of it, and so on. 

Q. And here is another question. “Is there 
really such a thing as a ‘post-traumatic syndrome’ 
or is it a catch-all by a physician who cannot 
accurately diagnose?”’ 

I think it is a catch-all. 

Q. And the last one is: ‘‘Is not a hysterical 
manifestation wherein the patient is disabled, a 
disability in the same sense as organic disable- 
ment for as long as it exists?”’ 

Yes, from the medical point of view, it is so. 
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But there may be implications in terms of the 
legal situations that we have to think about. If 
all neurotic conditions are to be put on a par 
with physical disability in the eyes of the law, I 
think it opens up rather important areas that 
have not as yet been fully considered. I would 
like to see more emphasis on prevention and 
treatment of these syndromes rather than greater 
elaboration of a complex system of compensa- 
tions. 

Q. Mr. Due: Dr. Lilienthal, do you have any 
additional questions? 

Dr. LILIENTHAL: There are two very specific 
questions here, and I think I can answer them 
briefly. 

Q. The first is, ‘What is your opinion of the 
plausibility of instantaneous diabetes following 
trauma?” 

I think there are two points of interest here. 
One is that the course of diabetes can be meas- 
urably altered for the worse in accompaniment 
with stresses of both infection and emotional 
nature. That has been competently observed 
time and time again. Secondly, we are dealing 
with a disease which may exist for some time 
without the appearance of symptoms. It is only 
when routine examination discloses the presence 
of diabetes that its existence is established. 
Whether or not it existed before is conjectural 
and not subject to proof. 

Q. The second question is: “Is arteriosclerosis 
a usual aftermath of diabetes?” 

I think I can answer that very simply by 
saying that one of the accompanying processes of 
diabetes frequently is arteriosclerosis. 

Q. And there is the final question, which I 
will break up into two parts. 

The first part starts out with this: “Can’t 
doctors agree’’—and the answer to that is no. 
And the rest of the question reads on, “Can’t 
doctors agree that asymptomatic arthritis or 
congenital conditions are not to be considered as 
part of a disability caused by trauma?” 








328 Hypertension and Gastro-intestinal Bleeding 


I think that partial answers have been given 
this evening, in discussion of the question of 
how much handicap existed before the trauma 
and what was the nature of the trauma which 
aggravated it. I don’t know the answer. I think 
that my answer to the first part of it, as I 
divided it, is perhaps the more valuable one, and 
that is that doctors often cannot agree. 

Q. Mr. Due: Dr. Fisher, do you have any 
more questions? 

Dr. FIsHER: No, I do not. 

Mr. Due: Well, that concludes the questions, 
ladies and gentlemen. I might say that I am 
merely the conduit through which the matter has 
been presented to you. And I want to thank the 
three doctors and Judge Niles for being here 
tonight. 
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INTRODUCTION 


After observing several hypertensive patients 
through episodes of manifest hemorrhage from 
the gastrointestinal tract, one of us (S. M.) was 
of the opinion that hypertensive patients may 
bleed into their stomachs or duodenums re- 
peatedly without the existence of local gastro- 
intestinal lesions, in a manner somewhat analo- 
gous to epistaxis. There was little in the literature 
to substantiate this opinion. References to 
hematemesis or other forms of manifest gastro- 
intestinal hemorrhage have appeared rarely in 
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writings about hypertension, and then hemor- 
rhage has been mentioned only as an uncommon 
occurrence. 

References to hypertension have appeared 
occasionally in writings about peptic ulcer. In 
1924 Eyster and Middleton, considering the 
effects of hemorrhage and transfusion on the 
blood pressure, concluded that these phenomena 
within 1% of the body weight in man, result in 
only transitory alterations of blood pressure’. 
In 1935 Wilbur and Ochsner reported a study 
done in 1929. They had found simultaneously 2 
2% incidence of peptic ulcer in 200 hypertensive 
patients, and 3.2% incidence of peptic ulcer in 
the total clinic population’. However, they did 
not make clear their criteria for hypertension. In 
1939 Jones reported a phase of “reactive hyper- 
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tension” in patients with bleeding peptic ulcer, 
noted particularly within six to 24 hours after 
hemorrhage’. 

In 1941 McFarlane, studying the mechanism 
of hemostasis, concluded that given normal 
coagulative elements of the blood, the primary 
mechanism of hemostasis is the contraction of the 
severed blood vessel, with the formation of a clot 
in the surrounding tissues, not within the lumen 
of the vessel‘. In 1942 and again in 1944 Rafsky 
and Weingarten, studying the effects of age and 
hypertension on patients with bleeding peptic 
ulcers, concluded that hypertension did not 
increase the severity of bleeding in peptic ulcer 
and that the gross mortality of patients with 
hypertension increased because of the occur- 
rence of complicating diseases’. They used 140/ 
90 mm. Hg as the upper limit of normal blood 
pressure. 

In 1950 Sullens and coworkers reported no 
deaths in patients with upper gastrointestinal 
hemorrhage and blood pressures above 150 mm. 
Hg, a mortality of 8.4% in those with pressures 
between 100 and 150 mm. Hg systolic, and a 
mortality of 37% in those with systolic pressures 
of 90 mm. Hg or lower at the time of hospitaliza- 
tion®. In the same year Ivy and coworkers stated 
that although it has been suggested that hyper- 
tension predisposes to hemorrhage from peptic 
ulcer, the data which bear on this question are 
meager. These writers claimed that the presence 
of a high blood pressure (over 150/90 mm. Hg) in 
a patient during a bleeding episode would in- 
dicate that the patient had not lost much blood, 
or it might indicate a “‘reactive hypertension” (a 
compensatory vasoconstriction) in a patient with 
an otherwise normal blood pressure. On the other 
hand, a normal‘ blood pressure might indicate 
considerable blood loss in a patient with an 
otherwise high blood pressure, or a relatively 
small blood loss in a normotensive person whose 
cardiovascular system has compensated for the 
decreased blood volume by vasoconstriction and 
tachycardia’. 

The purpose of this paper is to present further 
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observations on the incidence and effect of 
hypertension in patients with gastrointestinal 
hemorrhage. So that there would be no misinter- 
pretation of the presence or absence of hemor- 
rhage, these observations were restricted to 
unselected hospitalized patients with hemateme- 
sis regardless of cause. The total hospital popula- 
tion from which these cases were drawn is un- 
known, but the dates of admission extend back 
about 25 years through the history of a busy 
general hospital. 

The criteria for hypertension were considered 
as carefully as were the criteria for hemorrhage. 
Goldring and Chasis in 1944 stated that hyper- 
tension is the unidentified physiologic disturb- 
ance (or disturbances) which leads ultimately to 
elevation of the diastolic and systolic blood 
pressures, anatomic changes in the vascular tree, 
and functional impairment of the involved tis- 
sues’. In 1949 Ranges pointed out that the 
hypertensive disease probably starts years before 
the blood pressure readings reach significantly 
high levels, and that cardiac enlargement, retinal 
changes and electrocardiographic abnormalities 
may be present prior to the blood pressure re- 
maining elevated. He made clear that many 
people with hypertension may live a long and 
symptom-free life’. 

Opinions about what is the normal blood pres- 
sure vary considerably. In 1938 Allen wrote 
that the normal blood pressure of the total 
population for different ages and sexes is un- 
known". It is still unknown but most clinics 
use 150/90 mm. Hg or higher pressures as in- 
dicative of hypertension. 

Adequate statistics on the incidence of hyper- 
tension in the general population are wanting 
in many details. Numerous large series are 
available but the criteria and the conditions 
of observation are so variable that detailed 
comparisons cannot be made. It is well estab- 
lished that the incidence of hypertension increase 
with advancing age, being very low before the 
age of 20 years and increasing to 60% or more 
in elderly persons. The influence of sex, race, 
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heredity and arteriosclerosis complicates the 
problem even more. 

In 1948 Smith attempted to summarize the 
data in the literature and to establish the in- 
cidence of hypertension in the general popula- 
tion. He concluded that the overall incidence for 
adults was about 25%". In 1951 Perera stated 
that he and his group had never observed the 
incidence to be greater than 6% in any series of 
patients'®. Because of these incongruities, it is 
impossible to decide whether the incidence of 
hypertension in any group of cases with hema- 
temesis is increased or decreased. 


MATERIAL 


The hospital records of four hundred patients 
with hematemesis were studied for the presence 
of hypertension. These records were analysed 
for each patient’s age, sex, race, blood pressure 
level and diagnosis. The patients with blood 
pressures consistently 150/90 mm. Hg or higher 
were considered to have been hypertensive. Their 
charts were studied further in order to establish 
the diagnosis of hypertension and to rule out 
both the blood pressure raising effects of therapy 
and the phase of “reactive hypertension” after 
hemorrhage as the causes of elevated blood pres- 
sures. 

The charts of patients with peptic ulcers were 
studied further to determine how the diagnoses 
were established: by signs and symptoms alone, 
by roentgenograms, or by direct visualization of 
the ulcers at laparotomy or autopsy. The charts 
of all patients with fatal outcomes were studied 
further to determine the causes and the modes of 
death. 


RESULTS 


The age range of the 400 patients was from 
six years to 82 years. Three hundred six (76.50%) 
were males, and 94 (23.50%) were females. 
Three hundred thirty-seven patients (84.25%) 
were white, and 63 (15.75%) were colored. 

The causes of hematemesis were varied. Three 
hundred and two patients (75.50%) had peptic 


ulcers. Of these, 163 patients (40.75% of 400) 
had diagnoses established by roentgen examina- 
tion, laparotomy, or autopsy. One hundred 
thirty-nine other patients (34.75% of 400) had 
diagnoses on the basis of signs and symptoms 
alone, often with normal roentgenographic find- 
ings. 

The one hundred sixty-three cases with demon- 
strated ulcers were studied to learn the sites of 
involvement. One hundred thirty-one patients 
(80.38% of 163) had duodenal ulcers. Twenty- 
six patients (15.96% of 163) had gastric ulcers, 
five had marginal ulcers and one had a combina- 
tion of gastric and duodenal ulcers. 

Ninety-eight patients (24.50% of 400) had 
causes of hematemesis other than ulcer. Twenty- 
nine of these (7.25% of 400) had esophageal 
varicies. Nineteen patients had no obvious dis- 
ease. Fourteen had gastritis, eight had hiatus 
hernias and four had carcinoma of the stomach. 
Five had duodenal diverticula as possible causes 
of hematemesis, and three others had prolapsed 
gastric mucosa. Three had advanced renal dis- 
ease, and two had disseminated lupus erythema- 
tosus. Two had typhoid fever. The remaining 
nine of the 98 patients had miscellaneous, dif- 
ferent causes of hematemesis. 

Hypertension was present in 38 patients of 
the 400 for an incidence of 9.50%. All 38 had 
diastolic pressures of 90 mm. Hg or more. All 
but one had systolic levels of 150 mm. Hg or 
higher. Twenty-four of the hypertensives had 
peptic ulcers and comprised 7.94% of the 302 
ulcer patients. Fourteen patients had other causes 
of hematemesis. Table I gives the distributions of 
these 38 patients according to age, race, and sex. 

Death occurred in 52 of the 400 patients with 
hematemesis for a mortality of 13.00%. Of the 
362 normotensive patients, 44 died for a mor- 
tality of 12.15%. Of the 38 hypertensive patients, 
eight died for a mortality of 21.05% as outlined 
in table IT. 

Each of the ulcer and non-ulcer groups was 
divided into two groups: all patients 50 years of 
age and older were considered separately from 
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those under 50 years of age. Although this divi- 
sion created much smaller groups, it separated 
the effects of hypertension from those of advanced 
age. 

When the 302 patients with peptic ulcers 
were studied, there were 24 with hypertension 
and 278 with normotension. The patients below 
50 years of age with hypertension had a mor- 
tality of 11.11% while those with normotension 
had a mortality of 3.97%. The patients 50 years 
of age and older with hypertension had a mor- 
tality of 20.00% while those with normotension 
had a mortality of 15.68%. These results are 
shown in table III. 


TABLE I 
Characteristics of 38 Hypertensive Patients 





AGE, YEARS 24 WITH ULCER 14 WITHOUT ULCER 


31-40 
41-50 
51-60 
61-70 
71-80 
81-90 





Male 
Female 








White 
Negroid 








When the 98 non-ulcer patients were studied, 
there were 14 with hypertension and 84 with 
normotension. The patients below 50 years of 
age with hypertension had a mortality of 0% 
while those with normotension had a mortality 
of 26.53%. The patients 50 years of age and 
older with hypertension had a mortality of 
36.36%, while those with normotension had a 
mortality of 22.85%. These results are shown in 
Table IV. 

Eight hypertensive patients died. The only 
one of these below the age of 50 years was a 
woman 39 years of age who died from peritonitis 
after perforation of an ulcer. A man 67 years of 
age died of a similar incident. Two patients, a 
man 51 years of age and a woman 55 years of 


331 


age, died from exsanguination. A man 69 years of 
age had carcinoma of the stomach. A man 50 years 
of age had a cerebrovascular accident, a woman 
65 years of age had congestive failure, and a man 


TABLE II 
400 Patients with Hematemesis 





38 WITH HYPERTENSION/362 WITH NORMOTENSION 
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TABLE IV 
98 Non-ulcer Patients 
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72 years of age died of chronic renal disease with 
uremia. 

These last four patients were not considered 
clinically to have ulcers, so they are from the 
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non-ulcer group. That leaves only four patients 
in the hypertensive group who died of peptic 
ulcer per se. Two of these four died of perforation 
and two died of exsanguination. Therefore, the 
incidence of fatal exsanguination in these 24 
patients with peptic ulcers and hypertension was 
8.33%. 

Twenty-three patients with peptic ulcers and 
normotension died. Fourteen died of exsanguina- 
tion; of these 14, four were complicated by 
coronary or cardiac factors and in one of these 
four, a curious reactive hypertension was re- 
corded; three patients died of perforation and 
six of postoperative complications. In six others, 
carcinoma, uremia and other serious conditions 
were dominant factors, leaving only four pa- 
tients in whom exsanguination alone was clearly 
the cause of death (17.39%). 

Twenty-one patients with non-ulcer causes of 
hematemesis and normotension died. Sixteen of 
these died from bleeding esophageal varices 
with or without liver failure. One died from 
lymphoma and one from carcinoma of the colon. 
One died from a ruptured aneurysm of the 
hepatic artery, another from typhoid fever, and 
still another from acute adrenal cortical failure. 


CONCLUSIONS 


The incidence of hypertension in 400 unselected 
patients with hematemesis has been shown to be 
9.50%. In 302 of these patients with hematemesis 
from peptic ulcers, the incidence has been shown 
to be 7.94%. Applying the same criteria for 
hypertension, in 1942 Rafsky and Weingarten 
found an incidence of 10.29% in 408 ulcer pa- 
tients®. 

The incidence of hypertension in the general 
adult population is unknown but probably be- 
tween 6% and 25%, less likely up to 40%. 
Therefore it is impossible to conclude that there 
is anything unusual about the incidence of hyper- 
tension in patients with hematemesis. 

The effect of hypertension on mortality is 
difficult to evaluate. If one considers the cases 


with hematemesis from all causes, but pre- 
dominantly from ulcers, it is obvious that the 
older patients fare worse when they are hyper- 
tensive. Apparently their poor outcome is on 
the basis of associated disease processes, not 
increased hemorrhage. 

If one considers only the cases with hemateme- 
sis from peptic ulcer, it seems that the major effect 
of hypertension on mortality is in the younger 
patients where there was a rise in mortality of 
about 7% (3.97% to 11.11%) in our small group 
of patients. This increment is similar to the 6.5% 
increase found by Rafsky and Weingarten®». In 
the older patients with hypertension there was a 
rise in mortality of about 4% (15.68% to 
20.00%). 

Exanguination was the mode of death in 
8.33% of the patients with peptic ulcer and 
hypertension. It was the cause of death in 
17.39% of the patients with peptic ulcer and 
normotension. Rafsky and Weingarten found 
exsanguination to have occurred in 5.9% of 
their hypertensive patients and 4.1% of their 
normotensive patients with peptic ulcer®*. 


SUMMARY 


1. The incidence of hypertension (150/90 mm. 
Hg or higher) in 400 unselected patients with 
hematemesis was 9.50%. 

2. The incidence of hypertension in 302 pa- 
tients with hematemesis from peptic ulcer was 
7.94%. 

3. The incidence of hypertension in a com- 
parable group from the general population is 
unknown, but probably under 25%. 

4. The mortality of patients with hematemesis 
from peptic ulcers seemed to be increased by 
the co-existence of hypertension. 

5. This effect was more evident in younger pa: 
tients than it was in older patients. 

6. The increased mortality was not the result 
of exsanguination, for the incidence of exsan- 
guination was less in the hypertensive group than 
in the normotensive group. 
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FORMER MEDICAL OFFICERS SURVEYED 
A.M.A. News Notes, Vol. 2, No. 4 


In analyzing 467 questionnaires returned by former armed forces medical officers, the 
Council on National Emergency Medical Service has extracted pertinent data on per- 
centage of time spent in treatment of military personnel and their dependents, staffing 
conditions and the number of physicians willing to remain in service. 

The survey of former army, navy and air force physicians shows: 

(1) Percentage of time: Between 44% and 54% of total overseas time was spent in 
treatment of military personnel and between 39% and 53% of total domestic time. 
Treatment of dependents took between 19% and 28% of overseas time and between 


25% and 44% of domestic time. 


(2) Staffing conditions: Overstaffing—136 replies—ranged from 15% to 44%. Under- 
staffing—79 replies—ranged from 15% to 28%. Adequate—227 replies—ranged from 


42% to 58%. 


(3) Willing to stay in service: 214 replied yes; 236 no. 
The Council will continue to send out questionnaires to physicians as they return to 


civilian life. 
* * 


* * 


PROFESSIONAL EDUCATION EXPENSE DEDUCTIONS FROM TAXABLE 
INCOME 


The AMA Washington Letter, No. 15 


H.R. 4393 (Davis, D.—Ga.). Although present tax laws permit taxable income deduc- 
tions for ordinary and necessary expenses in trade or business, there is no express provi- 
sion in the law to permit professional persons to deduct the cost of additional education. 
This bill would permit deduction of reasonable costs of additional education, if for the 
purpose of carrying on a profession, improving professional qualifications or increasing 


profession remuneration. To Ways and Means Committee. 
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ALLEGANY-GARRETT COUNTY 
MEDICAL SOCIETY 


LESLIE E. DAUGHERTY, M.D. 
Journal Representative 


Dr. F. Ford Loker, who is on the surgical staff 
at the University of Maryland, was guest speaker 
at the March meeting of the Allegany-Garrett 
County Medical Society. 

Dr. Loker discussed the ‘‘Use of Some of the Newer 
Anti-coagulants in the Treatment of Thromboem- 
bolic Disease.”’ 


LocaL PHYSICIANS SPEAK BEFORE CIVIL 
DEFENSE GROUP 


Dr. Oliver R. Roth, Dr. Ralph Ballin and Dr. 
Louis Brings, all of Cumberland, spoke recently 
before the Nurse’s Division meetings for Allegany 
County Civil Defense. Dr. Roth’s lecture was ‘“Com- 
municable Diseases,” Dr. Ballin spoke on “The 
Treatment of Korean Chest Wounds” and Dr. Brings 
spoke on “Maternity and Care of the Newborn.” 


PERSONALS 


Dr. W. Royce Hodges, local obstetrician and gyne- 
cologist, attended the four-day meeting of the Amer- 
ican College of Surgeons, in Boston. oe 

Dr. Irving Baumgartner, of Oakland, Maryland 
was elected a member of the board of directors of 
the American Academy of General Practice, during 
the organization’s fifth annual meeting March 23 to 
26 in St. Louis. Dr. Baumgartner will serve for 
three years. 

Dr. H. Thomas Robinson, Cumberland pediatri- 
cian, has received orders to report for active duty 
the second week in May at Gunter Air Base, Mont- 
gomery, Alabama. 

A member of the USAF Reserve Corps, Dr. Rob- 
inson has been practicing here for five years. He was 
graduated from the Medical School of Johns Hop- 
kins Hospital, Baltimore, in 1944. Born in Cumber- 
Jand, he is the son of Mrs. Ann Robinson and the 
late Dr. Howard T. Robinson, Sr. 


334 


CARROLL COUNTY MEDICAL 
SOCIETY 


WILBUR H. FOARD, M.D. 


Journal Representative 


The Carroll County Medical Society had its regu- 
lar March meeting at Hoffman Inn in Westminster 
but not until a delicious 3 inch steak dinner was 
downed by 22 members and guest speaker. 

Dr. David Will, Associate in Surgery at the Uni- 
versity Hospital, was guest speaker and spoke on the 
Complications of Peptic Ulcers and the Recom- 
mended Surgical Treatment of these Complications. 

Dr. Thomas Vestal, of the Henryton State Hos- 
pital, was voted into the Medical Society which 
brings the membership of the Carroll County Med- 
ical Society to 37. Dr. Vestal was formally from 
North Carolina. - 

Dr. Julius Chepko, of Westminster, who broke his 
leg this winter when he slipped on the ice, was pres- 
ent at the meeting and we are glad to report he is 
gradually recovering from the accident. 


PRINCE GEORGE’S COUNTY 
MEDICAL SOCIETY 
JOHN M. WARREN, M.D. 
Journal Representative 


The new year began for us with special emphasis 
on two things: first of all, our outgoing President, 
Dr. Samuel Sugar, urged a membership drive to 
bring in new men who had recently moved to this 
territory; secondly, Dr. Warren has organized a 
special Speakers’ Bureau under the leadership of 
Dr. Richard Bauer of Hyattsville. 

The membership drive is still in its infancy. Its 
methods are simplicity itself. Our members make it 
their business to contact newcomers in their imme- 
diate areas. Those missed by this plan are located 
and canvassed by mail through the use of names and 
addresses furnished by the county licensing authority 
—in our case the clerk of the court. More will be 
forthcoming on this later. 

The Speakers’ Bureau is composed of nine men es- 
pecially chosen for their speaking ability and knowl- 
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edge of the community. They have as their goal the 
promotion of better understanding between physi- 
cians and the community which they serve. P.T.A.’s, 
civic associations, school and church groups are only 
a few of the outlets so far that have been contacted 
by this committee. 

In January our group became affiliated with the 
local Blue Cross Insurance Plan and most all of our 
members now have the hospitalization coverage. 

Our Legislative Committee has been active on 
two state bills and our work here has made con- 
certed medical thinking a potent political force. 

The Speakers Bureau of the Prince George’s 
County Medical Society, under the leadership of 
Chairman Richard Bauer, has arranged for a 15- 
minute weekly radio program over station WNAV 
every Wednesday at 1:30 P.M. This station (1430 
AM) has transmitters in Annapolis and studios in 
Laurel, Maryland. Dr. Warren, our President, acted 
as lead-off man for the first quarter-hour program 
held April 8. The show, which is called “(Community 
Medicine Today,” will deal with topics of wide gen- 
eral interest to the lay public. Future shows will 
include discussions on heart disease, polio, and the 
new wonder drugs. 

In addition to the radio program, members of the 
Speakers’ Bureau have already been before area 
P.T.A. meetings. So far, Drs. Sam Sugar, Dick 
Bauer, and Henry Wolfe have done their stint in 
the name of the society. 

The Society’s Legislative Committee, headed by 
Chairman Waldo B. Moyers who is also a delegate 
to Med. Chi., won their fight to pull the county 
hospital (Prince George’s General) out from under 
political domination. In the closing days of the 
State Legislature, an act to set up the hospital under 
a 9-man Board of Directors passed successfully after 
the Society paid a hurried visit to Annapolis to 
stump the measure. 


* * * 
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Our Society’s scientific programs have been easier 
to come by since so many physician specialists from 
the Washington area have become associate mem- 
bers. We have recently been addressed by Dr. Louis 
Bachrach, D. C. Urologist; Dr. Alfred Suraci, D. C. 
Plastic Surgeon; Dr. William Stecher, Silver Spring, 
Radiologist; Dr. James Feffer and Dr. Moe Weis, 
T. B. men from Glen Dale Sanitarium; and Dr. 
Lloyd Hughes from College Park, area Anesthesi- 
ologist. 

On June 11, Dr. Fred Musser is arranging the 
annual Society Golf Tournament at the Prince 
George’s Golf and Country Club. Last year Dr. 
Lloyd Hughes won the gold cup. Since then, many 
of our members have been risking pneumonia by 
practicing in the rain to upset Lloyd this year. There 
will be a dinner in the evening climaxing the after- 
noon’s athletics. 


WASHINGTON COUNTY MEDICAL 
SOCIETY 
OMAR D. SPRECHER, Jr., M.D. 
Journal Representative 

The second regular quarterly meeting of the Wash- 
ington County Medical Society was held in the 
Maryland Room, of the Alexander Hotel. 

Dr. Harry C. Hull, Clinical Professor of Surgery, 
University of Maryland, School of Medicine, Balti- 
more, Maryland, spoke on ‘Hematemesis and 
Melena.” 

A new administrator has been appointed at the 
Washington County Hospital. He is John A. Schaffer 
of Reading, Pennsylvania, who holds a Master of 
Hospital Administration Degree from Northwestern 
University and for the past three and one half 
years has been administrative assistant of the Read- 
ing Hospital. He is a member of the American Col- 
lege of Hospital Administrators and the Hospital 
Association of Pennsylvania. 


* * 


CONGRESS ASKED TO APPROVE STUDY OF U. S.-STATE RELATIONSHIPS 
The AMA Washington Letter, No. 14 


VA Changes. Dr. Albert M. Snell of Palo Alto, Calif., is new chairman of the Veterans 
Administration’s Council of Chief Consultants, succeeding Dr. Ralph M. Tovell, who 
will remain on the Council. Reappointed to the Council are Drs. Harold G. Scheie (as 
vice-chairman), John N. Robinson, Bernard J. Pisani, and Norton Canfield. A new 
member of VA’s Special Medical Advisory Group is Dr. John Raaf. The Council ad- 


vises the Chief Medical Director, while the Group advises the Administrator. 
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“Books shall be thy companions; bookcases and shelves, thy pleasure-nooks and gardens.” ibn Tibbon 
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BALTIMORE CITY HEALTH 
DEPARTMENT 


Permanent Black Ink Needed On Birth 
And Death Certificates 


On April 10, 1953 the Commissioner of Health 
of Baltimore sent a letter to each physician in the 
city requesting care in using permanent black ink 





in making out all birth and death certificates. 

A copy of the letter was sent on April 15, 1953 to 
each Hospital Superintendent, Medical Record 
Librarian and Funeral Director in the city. 

The text of the letter, which is self-explanatory, 
is as follows: 


Dear Doctor: 

It has come to my attention that some of the 
birth and death certificates registered with our 
Bureau of Vital Records are written with inks too 
light to enable the City Health Department to make 
legible photostatic copies of them. 

As you probably know, the Health Department 
discontinued making typewritten transcripts of birth 
and death certificates about two years ago. To im- 
prove our service to the public, the photographic 
reproduction of vital records by photostat was ini- 
tiated. This innovation has led to a more efficient 
and expeditious program for handling the continu- 
ally increasing volume of requests for certified copies 
of such vital records. 

In those cases where records have been written 
with a light ink, we have been unable to produce 
photostatic copies which would be acceptable to any 
agency that might require proof of the facts con- 
tained in birth and death certificates. 

Because of the above, I am writing to urge you 
to adopt the following suggestions in preparing orig- 
inal birth and death certificates that you hereafter 
file with the Baltimore City Health Department: 

1. USE A TYPEWRITER WITH A FRESH 

BLACK RIBBON WHEREVER POSSIBLE, 

EXCEPT FOR THE SIGNATURE. 


2. WHERE THE USE OF A TYPEWRITER IS 
IMPRACTICABLE, AND FOR THE SIGNA- 
TURE: 

a. USE PERMANENT BLACK OR BLUE- 

BLACK INK. PERMANENT BLACK INK 
IS PREFERRED. 

. PLEASE WRITE PLAINLY AND LEG- 
IBLY. 

. DO NOT USE A BALL POINT PEN. THE 
INKS USED IN SUCH PENS HAVE BEEN 
FOUND TO BE NON-PERMANENT, AND 
WITH TIME LEAVE ONLY FAINT PRES- 
SURE LINES. 

I cannot emphasize too strongly that the perma- 
nent preservation of birth and death certificates is of 
vital importance to the persons named on the records, 
and to their beneficiaries. If the certified photostatic 
copies issued are to be satisfactory reproductions of 
our vital records, the responsibility for properly 
preparing the original certificates lies with the per- 
sons required by statute to register such records with 
the Health Department. 

Your watchful care and assistance in this very 
important matter will be deeply appreciated. 





Sincerely yours, 


Hig Wlbissus, NS 


Commissioner of Health 


GAMMA GLOBULIN DISTRIBUTION 


Because of the tremendous amount of public inter- 
est about gamma globulin in the prophylaxis of 
poliomyelitis and the consequent numerous inquiries 
which physicians are receiving, the Maryland State 
Plan for Gamma Globulin Distribution is printed 
in full below. This plan was presented at the annual 
meeting of the Faculty in Baltimore on April 29 by 
Dr. Perry F. Prather, Deputy Director of the State 
Health Department, following a general discussion 
of the present status of active and passive immuniza- 
tions against poliomyelitis. 
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MARYLAND STATE DEPARTMENT 
OF HEALTH 


Plan for Gamma Globulin Distribution 


Based on Office of Defense Mobilization Directive dated 
April 15, 1953 and recommendations State Polio 
Planning Committee—March 31, 1953. Approved 
by Maryland State Board of Health April 17, 1953 


I. BACKGROUND 


In the summers of 1951 and 1952 Hammon and 
associates conducted a series of carefully controlled 
studies in Utah, Texas, and Iowa-Nebraska,—54,772 
children between the ages of 1 and 11 years were 
inoculated, half with gamma globulin and half with 
gelatin. These children resided in epidemic areas at 
the time of the tests. Hammon’s group appear to 
demonstrate significant protection against paralytic 
poliomyelitis from the second through the fifth week 
after injection in the Iowa-Nebraska experience. In 
addition, children who developed paralytic polio- 
myelitis within the first week after gamma globulin 
injection were shown to have had modification of the 
illness, so that paralysis was less severe than in a 
comparable group receiving gelatin. 

On the basis of this evidence, the National Foun- 
dation for Infantile Paralysis cooperating with the 
American Red Cross is making available the entire 
limited supply of gamma globulin for prophylactic 
use this summer. The Office of Defense Mobiliza- 
tion, acting on the advice of the allocation panel of 
the National Research Council, has announced that 
the nation’s supply of gamma globulin will be dis- 
tributed through State and Territorial Health Of- 
ficers. The O.D.M. directive dated April 15, 1953, 
outlines the formula which will be used in determin- 
ing allocation of supplies to individual States for 
measles and hepatitis as well as polio prevention. 
In addition several criteria are recommended for 
efficient and effective use of the very limited supply. 

The annual meeting of the Maryland State Polio 
Planning Committee was held early this year (March 
31, 1953) to consider the problem and to develop 
the plan for gamma globulin distribution. This plan 
was presented to the State Board of Health and ap- 
proved April 17, 1953. 


II. Liwi1raTIONs OF EFFECTIVENESS 


The proper place of gamma globulin in prophylaxis 
against paralytic poliomyelitis is yet to be worked 


out. It has not been shown whether or not gamma 
globulin interferes with the development of active 
immunity. The period of protection is brief and 
subsequent exposure may still result in paralytic 
polio. It has been estimated that for every 1000 
injections of gamma globulin under ideal conditions 
approximately one case of paralytic poliomyelitis 
may be prevented. This number is further reduced 
when one considers that only 30% of paralytic cases 
ultimately have residual paralysis of a handicapping 
degree. 


III. Lim1taTION OF SUPPLY 


Gamma globulin is in extremely short supply. 
There will be only about one million doses of gamma 
globulin available from now to September for some 
46 million children and adolescents in the more 
polio-susceptible age groups. It is clear that strict 
control must be exercised in conserving the supply 
so that the greatest benefit will be achieved. 


IV. CRITERIA FOR USE 
1. Non-epidemic* use 


Gamma globulin will be available for administra- 
tion only to household contacts of clinically diag- 
nosed cases who are less than 18 years of age and to 
pregnant women in the household. (Note: This age 
group would include all school age children, and, 
according to Maryland Statistics since 1916, 95% 
of all polio cases—the overwhelming majority—have 
been less than 18 years of age.) A “household con- 
tact” is any person who lives in the same dwelling 
unit and who is known to have been in such associa- 
tion with an infected person as to have been pre- 
sumably exposed to infection. 

A “clinically diagnosed case” of poliomyelitis is 
based on the following: Poliomyelitis should be con- 
sidered when one sees a patient with an acute febrile 
illness with signs of meningeal irritation. Headache, 
vomiting, and sore throat are common symptoms. 
The most frequent sign is stiffness of the back. Spasm 
of hamstring muscles and stiffness of the neck may 
sometimes be found. Generalized asthenia and heac' 
drop may be part of this picture. The diagnosis is 


* The existence of an “epidemic” will be determined by 
the local Health Officer and the State Director of Health 
When required, for allocation purposes, further investigation 
by trained epidemiological personnel will be undertaken by 
the Office of Defense Mobilization. 
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almost certain if in addition flaccid weakness of 
muscle groups is found. Poliomyelitis must frequently 
be differentiated from bacterial meningitis and other 
forms of virus meningo-encephalitis such as mumps, 
lymphocytic chorea-meningitis, and meningismus oc- 
curring with infections such as bacillary dysentery 
and tick bite fever. It is also necessary to distinguish 
between true muscle weakness and pseudo-paralysis 
due to painful infection or an injury to an extremity. 

It is often not necessary to perform a lumbar punc- 
ture in order to make a probable diagnosis of polio- 
myelitis. If the cerebrospinal fluid is examined, the 
more usual findings are a moderate increase in cells 
with a slight increase in protein and normal con- 
centration of sugar. These findings are not pathogno- 
monic of poliomyelitis. Therefore the diagnosis of 
non-paralytic poliomyelitis is a tentative one. 

When there is doubt as to the diagnosis, consulta- 
tion should be sought. 


2. Epidemic* use 


In the event of a recognized epidemic, mass com- 
munity prophylaxis of the high-risk age groups will 
be carried out by the local Health Officer within the 
limits of the supply of gamma globulin on hand or 
available by special allocation from the Office of 
Defense Mobilization. 


V. ADMINISTRATION OF GAMMA GLOBULIN 


Time: Gamma globulin should be given to the 
household contacts as soon as possible after diagnosis 
of a primary case. Under no circumstances should it 
be given later than three weeks after the onset of 
the symptoms of a primary case. 

Site: It is recommended that gamma globulin be 
given deep intramuscularly in the upper outer quad- 
rant of the right buttock. (It is suggested that the 
right buttock always be used uniformly for statistical 
reasons.) 

Dosage: On the basis of 0.14 cc. per pound, the 


* See footnote on page 340. 
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following simplified dosage table has been worked 
out: 
Below 6 mos.— 2 cc. 
15-20 lbs.— 3 cc. 
21-29 Ibs.— 4 cc. 
30-35 lbs.— 5 cc. 
36-42 lbs.— 6 cc. 
43-50 lbs.— 7 cc. 
51-57 lbs.— 8 cc. 
58-64 lbs.— 9 cc. 
65-75 Ibs.—10 cc. 
Over 75 lbs. give 1 cc. per year of age up to 15 cc. 
(Children 16-18 yrs.—15 cc.) 
Pregnant women—20 cc. 


Amount to Issue: Since the vials contain 10 cc. 
issue the fewest vials which cover the calculated 
need to the nearest half vial (5 cc.). 

Examples: Calculated amount 14 cc.—issue 1 vial. 
Calculated amount 15 or 16 cc.—issue 
2 vials. 


VI. LocaL SourRCcE OF SUPPLY AND 
REQUIRED INFORMATION 


Supplies will be located in the local Health Depart- 
ment. Only licensed physicians may request gamma 
globulin. In order to obtain gamma globulin for 
prophylaxis, physicians are required to furnish to 
the local Health Department the name, address, 
date of onset, and satisfactory verification of the 
patient’s diagnosis (see Section IV), as well as the 
names, ages, and weights of household contacts to 
be inoculated. Requisition blanks will be supplied 
for this purpose. Where possible additional epidemi- 
ological investigation will be done by the local Health 
Officer to obtain data for statistical analysis of the 
effectiveness of gamma globulin prophylaxis. 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, May 1-28, 1953 
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malaria reported by Aberdeen Proving Grounds, origin outside the U. S., home residence not given. 























BLUE CROSS AND BLUE SHIELD 








THE BLUE SHIELD PHILOSOPHY 


R. H. DABNEY* 


You, as a physician, are a part of Blue Shield— 
<9, naturally, you are concerned about it. You are a 
art of it because Blue Shield is sponsored by the 
1 edical profession. The State Insurance Department 
considers this backing of Blue Shield by a majority 
ci Maryland physicians to be most significant and 
necessary. So you are a part of Blue Shield because 
of action taken by your medical society whether or 
not you are a Participating Physician. 

Therefore, we can all benefit by reviewing the 
“Blue Shield Philosophy” from time to time. Func- 
tionally, Blue Shield is like an insurance company, 
but philosophically, it is not. Blue Shield was or- 
ganized for ‘service’ not profit. But only the medical 
profession can make ‘service’ benefits available to 
the public, Blue Shield being used as a medium for 
this purpose. 

Blue Shield does much to ease the paralyzing 
effects of large medical bills through the ‘service’ 
clause, whereby no additional payment is required 
from eligible subscribers when they are treated by 
Participating Doctors. The public is invariably en- 


thusiastic about ‘service’ Plans. The trend is strongly 
toward the service Plan philosophy. Indeed, the 
‘service’ philosophy—namely, furnishing complete 
or virtually complete medical service instead of dol- 
lars—is the unique and most popular feature of 
Blue Shield. 

The public is the “consumer” cf medical care and 
the “consumer” must be protected if the voluntary 


* Executive Director, Maryland Hospital Service, Inc. 
and Maryland Medical Service, Inc. 


Plans are to serve their purpose as the chief bulwark 
against compulsory health insurance. Blue Shield, 
then is your contribution toward supplying a non- 
profit medical care Plan to help pay or pay medical 
costs. It is your contribution to furnish an important 
component in the voluntary health insurance field— 
as opposed to the compulsory political type. So your 
support is essential. 

You can give your support by explaining Blue 
Shield to your patients, friends, and business con- 
tacts. Your secretary needs to know about it, too. 
Filling out forms promptly and completely is im- 
portant. The more complete information you furnish, 
the better can the Medical Department process your 
cases. 

On the other hand, Blue Shield has an inescapable 
obligation to the public and the medical profession. 
It must accomplish three things: 

1. Provide the subscriber with broad enough pro- 
tection to remove his worries in respect to the 
cost of medical care. 

2. Provide the doctor with a reasonable income, 
even though he should be largely dependent 
upon a “Blue Shield practice.” 

3. Keep the subscription charges within the cost- 
of-living range of the average individual and 
family. 

Through the understanding cooperation of the 
Medical profession, Blue Shield is playing its part 
in making modern medical care accessible to more 
and more people in Maryland. We are sure that the 
cooperation of the doctors of Maryland will con- 
tinue to come freely and in full measure in the future. 
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Woman’s Auxiliary to the Medical and Chirur- 


gical Faculty 


MRS. CHARLES H. WILLIAMS, Ausxiliary Editor 








ADDRESS OF THE INCOMING 
PRESIDENT 


MRS. JOHN G. BALL 


Members and Guests of the Woman’s Auxiliary, 


I greet you as a member of the Woman’s Auxiliary 
to the Medical and Chirurgical Faculty of the State 
of Maryland. 





Dom 


Mrs. John G. Ball 


First of all, I thank you for the confidence you 
have placed in me and I will endeavor to work faith- 
fully with your officers and committee chairmen to 
uphold the high ideals and follow the program of 
the Woman’s Auxiliary of the American Medical 
Association. 
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Our work will be successful only if each individua! 
member does her part. No job is too big, no effort 
is too small, to count. If any of you doctor’s wives 
are not members of the Woman’s Auxiliary, please 
consider it your privilege, as well as your responsi- 
bility, to join your county auxiliary, to become a 
member-at-large or to help organize your county. 
We, in Maryland, have a-big job to do and need 
many helpers. 

The component auxiliaries have many special proj- 
ects, chief of which are the Nurse Recruitment and 
Nursing Scholarship Programs. Civil Defense or Civil 
Preparedness must be stressed this year. Public Re- 
lations is a program we all share, for in our day to 
day contacts, we are living public relations for the 
medical profession. So it is with most of our Auxiliary 
work, Every doctor’s wife is doing it. We surely do a 
better job when we all band together to pool our 
resources and information. An informed Auxiliary 
member is medicine’s as well as your own husband’s 
best helper. 

In the few years that our Auxiliary has been 
organized, we have achieved some worthwhile goals. 
Someone has said, each year we should build a step so 
that those who follow us can climb a little higher 
and more safely. In the coming year with the help 
of all of you, we shall be able to do just this. 

Good luck to you all and thank you. 


REPORT TO AMERICAN MEDICAL 
ASSOCIATION WOMAN’S AUXILIARY 


MRS. CHARLES H. WILLIAMS* 


The Woman’s Auxiliary to the Medical and Ch - 
rurgical Faculty has had an interesting and constru: - 
tive year. 

Our group joined the Ballot Battalion, a nor 
partisan group in Baltimore in an effort to ‘Ge! 


* Immediate Past President. 
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Out the Vote.” Baby sitting centers were organized 
in churches and doctors’ offices throughout the city 
and were manned by our members. One of our coun- 
ties took care of the telephone calls for their entire 
area for all information and service during election 
day. Recently we were notified that our work helped 
the Battalion win a major award in the 1952 Na- 
‘ional Register and Vote Competition Contest spon- 
sored by the American Heritage Foundation. 

The booklet ‘“‘Winning Ways with Patients” was 
placed in many business and high schools through- 
out the state to help train and inform medical secre- 
(aries and receptionists. 

Four of our counties sponsored health exhibits at 
fairs. Medical literature, “‘A Doctor for You,” ‘Your 
doctor for a Friend,” etc. was given out to thou- 
sands. An electric quiz box especially prepared for 
us by the Maryland Society for Medical Research 
was a large attraction. One very successful exhibit 
featured movies obtained from the American Medi- 
cal Association. Student nurses were kept busy tak- 
ing blood pressures gratis. 

We have worked on Civil Defense, Cancer drives 
and Medical Research programs. A resolution for a 
day to honor the physician successfully passed our 
legislature and most county physicians were honored 
by radio shows, newspaper publicity, theater par- 
ties, dinners and dances. 

Future Nurses’ Clubs were organized in many 


* * 


* 
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schools. We cooperated with hospital superinten- 
dents, nursing associations and ‘“‘Careers for Nurs- 
ing’ by supplying them with films and exchanging 
speakers. All of our counties now have nursing schol- 
arships and one county had to cut theirs in half this 
year because the award was won by twin sisters. 
High schools were visited, teas planned and hospital 
tours conducted. A nurse recruitment film is being 
made of our nursing schools at a cost of twenty-five 
hundred dollars. The fund for this was made up from 
contributions. This film will be shown throughout 
Maryland free of charge to enlighten students on 
various hospital facilities. A reception was held to 
honor the practicing nurses of our state and was 
well attended. Cakes were sent to some nursing 
homes, a TV set purchased for another and an award 
is now given to a nurse graduating with distinguished 
all-around efficiency. On Florence Nightingale’s 
birthday (May 12) we plan our first ““Future Nurses” 
Convention. This is a “‘scientific session” modeled 
after an AMA meeting with films, a hospital super- 
intendent, doctors, nurses, and student nurses as 
speakers. Already several hundred high school stu- 
dents have made reservations to attend. 

We supported our medical schools by contributing 
to the American Medical Education Fund. An old 
tradition of a social event at our annual medical 
convention has been revived this year by the Aux- 
iliary. 


* * 


DEFENSE DEPARTMENT’S DOCTOR DRAFT BILL INTRODUCED 
The AMA Washington Letter, No. 14 


A bill extending the Doctor Draft to July 1, 1955 was introduced in the Senate by 
Chairman Leverett Saltonstall of Senate Armed Services Committee and Senator Lester 
Hunt. The Defense Department, which had drawn up the measure, informed Congress 
that the administration felt that extension “‘is considered to be the only means” by which 
the armed forces can get enough doctors to meet needs for the next two years. 

Major provisions in the bill include: (a) four present priority groups continued, (b) 





service credit given co-belligerents of World War II, (c) 24 months retained as required 
period of service, (d) maximum induction age kept at 51, (e) men who have served less 
than a year since June 25, 1950, liable for recall, but those who have served over a year 
not liable during 2-year life of this act, and (f) aliens made subject to service. 

Physicians would be commissioned in grades ‘“‘commensurate with . . . professional 
education, experience or ability.” (It makes no mention of the $100 a month equalization 
pay which is part of the Career Compensation Act.) 
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DENTAL SECTION 


BALTIMORE CITY DENTAL SOCIETY 


A. BERNARD ESKOW, D.D.S. 
Journal Representative 


The May meeting of the Baltimore City Dental 
Society will consist of the annual business meeting 
and election of the officers for the ensuing year. A 
pre-meeting dinner is being arranged at the Park 
Plaza Hotel in honor of our retiring president, Dr. 
Arthur S. Wheeler. 

The past year under Dr. Wheeler’s able direction 
has been a most active, stimulating and successful 
one. The more recent meetings consisted of such 
essayists as Dr. Frederick W. Herbine, Chairman, 
Council on Dental Trade and Laboratory Relations, 
American Dental Association, who spoke on “Den- 
tists, Dental Laboratory Relations, Its Ramifications 
and Implications”; Dr. D. P. Mowry, Dean, Faculty 
of Dentistry, McGill University Dental School, who 
discussed “‘Periodontia and the Patient.” 

The All-Day Meeting of the city dental society 
was held under the able direction of its chairman, 
Dr. Leon Seligman, and the program consisted of 
four registered clinics staffed by such outstanding 


men as Dr. Mark A. Wallach who discussed “‘Opera- 
tive Procedures and Pulp Therapy in Deciduous 
and Young Permanent Teeth”; Dr. D. P. Dobson, 
“Complete Dentures Using Alginate Impressions’’; 
Dr. E. N. Gardner, ‘“‘Hydro-colloid Impressions for 
Crown, Bridge and Inlays’; Dr. Irving Salman, 
“Some Phases of Oral Surgery.” 

The following month the society and their wives 
had the privilege of hearing Dr. Louis A. M. Krause, 
Professor of Clinical Medicine, University of Mary- 
land Medical School, who discussed ‘‘Archaeology” 
following which refreshments were served. 

The last scientific meeting had as its guest clin- 
ician, Dr. John C. Brauer, Dean, Dental School, 
University of North Carolina, whose subject, ‘“The 
Child In Your Practice’’ was a most informative and 
interesting one. 

Also at the present time, the Outing Committee 
under the direction of Dr. Frank J. Roh, is making 
plans for the annual outing to be held on Monday, 
June 22, at the Country Club of Maryland. This 
occasion is well attended and the men attempt to 
demonstrate their skill in the world of sports rather 
than scientifically for at least a few hours. 


PHARMACY SECTION 


MARYLAND BOARD OF PHARMACY 


L. M. KANTNER, Puar. D. 
Journal Representative 
LEGISLATION 


The 1953 session of the Legislature passed two 
bills affecting the sale and dispensing of drugs. 

S. B. 221, sub-title ““Health—Dangerous Drugs,” 
conforms with the amendment to the Federal Food, 
Drugs, and Cosmetic Act, referred to as the Durham- 
Humphrey Act. 

S. B. 222 amends the Barbiturate Law by legaliz- 
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ing pharmacists’ accepting prescriptions for these 


drugs by phone, as well as accepting physicians’ 
telephoned authorization to refill them. 

So amending the Barbiturate Law was reluctantly 
approved by the enforcement agency charged with 
enforcing this law. Final approval was won because 
it was found there was wide spread abuse by some 
physicians’ telephoning prescriptions for Barbitu- 
rates with the understanding a signed prescription 
would be supplied, which in most cases was forgotten 

Another reason for approval was the Federal Law 
does permit such prescriptions to be accepted by 
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phone, and by amending the State Law, confu- 
sion is eliminated. Recommendation was made to 
amend the Barbiturate Law by permitting prescrip- 
tions being received by phone, but holding the physi- 
cian responsible to supplying a signed prescription 
within seven days. This recommendation was de- 
feated as it was felt such an act would create bad 
inter-professional relations. 

The following is the complete text of S. B. 221 
dealing with so-called ‘dangerous drugs”: 

“375 A. The term “Dangerous Drugs” within the 
meaning of this sub-title shall mean and include any 
drug intended for use by man which, because of its 
toxicity or other potentiality for harmful effect, or 
the method of its use, or the collateral measures 
necessary for its use, is not safe for use except under 
the supervision of a practitioner licensed by law 
to administer such drugs. 

“375 B. Any drug which bears a cautionary label 
warning against dispensing without a prescription 
shall be dispensed only 

“(a) upon the written prescription of a practi- 
tioner licensed by law to administer such drugs, or 

“(b) upon the oral prescription of such practi- 
tioner, which shall be reduced to writing and filed 
by the pharmacist, or 

“(c) by refilling any such written or oral prescrip- 
tion if such refilling is authorized by the prescriber, 
either in the original prescription or by oral direc- 
tion. Such authorization must be reduced to writing 
and filed by the pharmacist. 

“375 C. Any dangerous drug dispensed by filling 
or refilling a written or oral prescription of a prac- 
titioner licensed by law to administer such drugs 
shall bear a label containing the name and address 
of the dispenser, the serial number and date of the 
prescription, the name of the prescriber, and, if 
stated in the prescription, the name and address of 
the patient, and the directions for use as contained 
in the written or oral prescription. 

“375 D. The provisions of this sub-title shall not 
apply to sales of dangerous drugs made to registered 
practitioners of pharmacy, medicine, dentistry, or 
veterinary medicine, or to sales made by any manu- 
facturer, wholesale druggist, or licensed pharmacist to 
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another manufacturer, wholesale druggist, or licensed 
pharmacist or to a hospital or institution operating 
a dispensary in which a practitioner licensed by law 
to administer dangerous drugs is in charge, providing 
records of such sales are maintained, and available 
for inspection, showing date of sale, name and ad- 
dress of purchaser, and quantity purchased. 

“375 E. The provisions of this sub-title shall apply 
to the sale by any manufacturer, wholesale druggist, 
retail pharmacist, or jobber of dangerous drugs, to 
any person, firm, corporation, association other than 
those legally qualified and authorized to purchase 
and hold same for use or re-sale, and to any practi- 
tioner’s assistant who is not legally licensed to ad- 
minister dangerous drugs. 

“375 F. The State Department of Health is hereby 
authorized to promulgate necessary regulations and 
interpretations, not inconsistent with law, for the 
administration and enforcement of this Act. 

“375 G. Any person, firm or corporation who vio- 
lates any of the provisions of this sub-title, or refuses, 
neglects or fails to comply with the provisions and 
requirements hereof,* or fails to comply with the 
provisions and requirements hereof, shall be deemed 
guilty of a misdemeanor and upon conviction thereof 
shall, for the first offense, be fined not more than 
$250.00, for the second, or subsequent offense not 
more than $500.00. 

“Sec. 2. And be it further enacted, That this Act 
shall take effect June 1, 1953.” 

Heretofore, there has been no State control over 
the class of drugs as defined in Sec. 375 A, which 
are unquestionably unsafe for indiscriminate use by 
the laity. 

The refilling of prescriptions for these drugs is 
prohibited without the physicians authorization 
which may be given on the original prescription or 
by telephone. 

It is again suggested that physicians include in 
their prescriptions: 

Refill—(a specified number of times) 

N. R.—(not to be refilled) 

If this suggestion is followed, physicians will be 
saved much telephone annoyance. 


* Probably a typographical error in Bill. 
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1953 PASSANO FOUNDATION AWARD 
Source from The Passano Foundation, Inc. 


Selection of Dr. John F. Enders, of Boston, as the winner of the $5000 cash award for 
1953 is announced by the Board of Directors of The Passano Foundation, Inc. Now in 
its ninth year, this award has come to be recognized as one of the most important in the 
field of the medical sciences. 

Dr. Enders, a native of Connecticut, is Associate Professor of Bacteriology at Harvard 
Medical School. Much of his research has been done at the Research Division of Infec- 
tious Diseases, Children’s Medical Center, Boston, and the Department of Bacteriology 
and Immunology of the Harvard Medical School. 

Dr. Enders received the 1953 Passano Foundation Award in recognition of his work 
in the development of methods for culturing poliomyelitis viruses in tissue. This is one 
of the most outstanding contributions to the problem of poliomyelitis since the disease 
was first recognized. It has cracked the problem of polio wide open. 

Established in 1943 by The Williams & Wilkins Company, medical publishers of 
Baltimore, Maryland, The Passano Foundation is dedicated to the encouragement of 
medical research, especially that which has clinical application. 

Dr. Emil Novak, a member of the Board of Directors of the Foundation, acted as 
toastmaster. An officer of the American Medical Association made an address, after 
which Mr. Basil O’Connor, Director of The National Foundation for Infantile Paralysis, 
evaluated the contribution of Dr. Enders. Presentation of the Award was then made 
by Mr. Robert S. Gill, President of The Passano Foundation. 


& * * * * 


ADVISORY COMMITTEES URGED TO EXPEDITE PROCESSING 
OF PRIORITY 3 


The AMA Washington Letter, No. 15 


To correct a situation that is resulting in some older priority 3 physicians being 
called to service ahead of younger men in the same group, National Advisory Com- 
mittee to Selective Service is urging that all processing of this group be completed as 
soon as possible. 

The problem arises because physicians may not be called for active duty until they 
have been processed to the point where they are designated as 1-A “examined and ac- 
cepted,” which means ready for commissioning. Because some state and local com- 
mittees have not expedited processing, a number of older men whose processing is com- 
pleted are being called up to fill quotas, in place of younger men, contrary to the stated 
policy of Selective Service and the military services. 

Because processing was delayed, the age limit for duty orders has been moved upward 
successively from 30 to 36, then to 37 years. 














